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HYPERACIDITY 


ө gastritis е duodenal & gastric ulcers 


Tablet SOOKTYN (Alarsin) 1: 


Remarkable ethical drug for routine use 


Tried at Departments of * Medicine • Gastro-enterology е Surgery 
relief in 5-15 minutes 
even in severe symptoms when 3-6 tabs mixed in water are given at А time 


— 2 recent cases 
(1) Acute Gastritis: ‘| got miraculous results by Sooktyn in a patient suffering from Hyperacidity, 
Gastritis, € sour vomiting who was not responding to general conventional treatment since 
last three days". — R.M.O. Maternity & Surgical Home. Bombay. 
1 (2) Erosive Duodenitis (a pre- -ulcerative stage): A 25 years old House Physician working in 
| Gastro-Enterology Department at a leading Medical College Hospital, Bombay, was 
diagnosed as a case of ‘deformed Duodenal Cap’ suggestive of Duodenitis. Ata Cancer 
Hospital Upper Gastro Intestinal Tract Endoscopy confirmed the diagnosis as Erosive 
Duodenitis | 
Treatment: With Cimetidine and Sooktyn (Alarsin) З tabs tds for-10 weeks, patient was 
symptom free. But there was relapse after 6 weeks. He was put only on SOOKTYN 4 tabs 
tds. Yat symptom free after 4 weeks. For the last 12 weeks there is no relapse. 


g T] INDICATIONS: • Hyperacidity, flatulence, dyspepsia, nausea, vomiting, acid eructations, 

7 heart-burn, epigastric pain, е gastro- cardiac symptoms. e Duodenal & Gastric ulcers, Gastric 
irritation & erosion € Recurrent ulcers following closure of perforated ulcer. с 
è іп Pregnancy: morning sickness. nausea, vomiting, excessive saliva, heart-burn. 

e Children: gripe symptoms, loss of appetite, hard stool 
e іп Dentistry: ога! acidity. indigestion & acidity due to masticating difficulties, due to wearing 


| of Dentures and appliances 


e Allergy and Gastritis: due to Drugs, Food, Drinks. 

1 © as adjuvant to: analgesics, antibiotics, anti-inflammatory drugs,etc. to minimise the side 
| effecis like gastric irritation & loss of appetite etc. 

] e In Liver diseases: to complement & potentiate selected line of treatment. Sluggish Liver. 


Ч DOSE: 2 tabs 3 to 4 times a day between or after meals. 
In Severe or Acute Symptoms: 3 to 6 tablets mixed with water to be given at г 
time. Dose can be repeated as and when required, tili symptoms subside. 
In mild Symptoms: nausea, excessive saliva, heaviness or discomfort after 
ЖИ food, drinks etc. 2 tabs as and when required. 
ШІ In Children: 7210 1 tab mixed with milk or water 3-4 times a Mai 


è Prescribing Index With latesi pem Scheme. 
е DOCIOF: 5 тор irk with Special oti er on orders for 1000 tablet Bulk Packs. 
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BETASPAN 


‚ Propranolol 80 mg 


in sustained-release capsules 
Offers a unique drug delivery 


* 


Each of these hundreds of 
tiny pellets are so designed 
as to provide smooth and 
sustained action for 


ө Convenience i The drug you know best 


ө 24-hour control of ө Hypertension 
blood pressure | e Angina 


SUMMARY OF PRESCRIBING INFORMATION: 
FORMULA: Each capsule contains 80 mg propranolol hydrochloride in sustained-release form INDICATIONS: 'Betaspan' is 
indicated in the management of angina, anxiety and essential tremor adjunctive management of thwotoxcosis. control of 
essential and renal hypertension and the prophylaxis of migraine. DOSAGE Adults: Hypertension The usual starting dose 
is two 80 mg 'Betaspan' sustainederelease capsules daily taken in the moming or evening. An adequate response (5 seen 
with most patients with this dose. If necessary, another capsule can be added for an adequate response. A further reduction 
in blood pressure can be obtained if a diuretic or other antihypertensive agent 15 given in addition to 'Betaspan' capsules 
Angina, anxiety, essential tremor, thyrotoxicosis and the prophylaxis of migraine: One 80 mg 'Betaspan' sustained-release 
capsule taken daily either in the morning or evening. Н necessary. the dose may be increased to three capsules per day 
SIDE EFFECTS: Minor side effects such as nausea, lassitude, diarrhoea, insomnia and cold extremities are usually transient. 
The drug shouid be withdrawn gradually CONTRAINDICATIONS, WARNING, ETC: 'Betaspan' should not be used in the 
presence of Ii or Ul degree heart block, history of bronchospasm. after prolonged fasting and in metabolic acidosis Special 
care should be taken in patients whose cardiac reserve is poor It modifies tachycardia of hypoglycaemia. In patients 
suffering from ischaemic heart disease, the treatment. should nol be stopped suddenly М given along with clonidine - 
dionidine should not be discontinued until several days after withdrawal of beta blocking drug Care should be taken in 
prescnbing a beta-blocking drug with Class | antidysrhythmic agents like disopyramide and verapamil: "Betaspan should not 
be used in pregnancy and in children PRESENTATION: Stnp of 10's 
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EskayPharma 
A Onision of Eskayet Limited 
OEskayet Limited * Trade Mark SBT:At1:88. 


Further information is available on request: P В, No. 2. Bangalore 560 049 
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there is more to allergy 
than merely histamine 


conventional antihistamines are 


“,.. only partially effective. This is because 
histamine is but one of a battery of 
autacoids released or formed during the 
reaction, which together elicit the symptoms” 


NEW 


the first multimediator — 
blocking anti-allergic 


AN ORIGINAL RESEARCH PRODUCT FROM FULFORD, 
AN AFFILIATE OF SCHERING CORPORATION USA 


for further information and clinical samples 
write to: 


FULFORD (INDIA) LIMITED 
Oxford House, Apollo Bunder, Bombay 400 039 References on request 
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PUBLISHER’S NOTE 


AUGUST ’88 


| Dear Doctor, 


Most of our readers would have, by this 


| time, observed the improvements effected in 
| the quality of our magazine. Many new fea- 


tures have been introduced which will, no 
doubt, be of great interest to our readers. 


At the same time, we find that our readers 


| do not evince as much interest in "QUIZ" 
| as they do for the other features. This is more 
| evident from the fact that, while we receive 


only answers for the "QUIZ", we do not} 


| receive materials for this item, as a result of 
| which this piece has to be left out in some 
| issues of the magazine. 


It is, therefore. hoped that our readers 


| will make it convenient to send materials for 


"QUIZ" also with suitable photographs for 
the benefit of all concerned. 


Yours Cordialls, 
Madurai f es А, 
25-7-88. whl kan 


R. Lakshmipathy. 
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Today's No. 1 anthelmintic in 
efficacy and safety 
Single dose therapy 


Broad spectrum of action 
Recommended by W.H.O. 


The complete anti common 
cold preparation for total 
control of symptoms. 
Provides prompt 
symptomatic relief. 


One tablet a day provides 11 
Vitamins and 6 trace elements 
including Zinc, Iron and 
Copper. 


Contains Thiamine Propyl 
Disulphide (T.P.D.) the long 
acting salt of Vitamin В, 
which also has analgesic 
action, for neuromuscular 
disorders. 


Vitamin B-Complex with a: 
difference, because it contain 
T.P.D. a more effective form o 
Vitamin B,. Provides Vitamins 
B- Complex and C in 


Particulors from: therapeutic dosages of one 
FRANCO-INDIAN PHARMACEUTICALS PVT. LTD. tablet a doy 
20, Dr. E. Moses Road, Bombay - 400 011. 
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COFREM-5 
the totally different 
cough remedy 


FREE from 
antihistamines 


FREE from 
narcotics 


FREE from 
alcohol 


Antihistamines serve little or no purpose in the 
treatment of cough. 1 


The antihistamines produce a drying effect on 
bronchial secretions, an action that is 


undesirable.2 
A Ж Product 


BIBLIOGRAPHY : 
. Respiratory Drugs, Cough Remedies, The Merck 
Manual of Diagnosis and Therapy, Robert Berkow, 
14th Edn, Rahway, N.J., 1982, 2419. 
Manufactured by 
2. Agents used to treat cough, AMA Drug Evaluations, TTK PHARMA LIMITED 
AMA Dept of Drugs, 4th Edn, New York, American Old Trunk Road 
Medical Association, 1980, 469. Madras 600 043 India 
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Intracranial tumours Diagnosis and 
Management 


Natarajan M. 


The diagnosis of intracranial tumours and its 
localisation are made from history, physical 
findings, laboratory results, X-ray of the skull, 
E.E.G., Echoencephalogram, Isotope scan, 
carotid angiogram, pneumoencephalogram, 
ventriculogram and C.T. scan. 


History: 


Intracranial tumour is suspected when 
progressive focal neurological deficit with 
symptoms of increased intracranial pressure 
like headache and vomiting occur. Though 
the symptoms develop slowly, sometime they 
may occur suddenly due to bleeding into the 
tumour. 


Physical Examination:- 


Progressive neurological deficit with 
papilloedema suggests intracranial tumour. 
Focal sign helps in the localisation of the 
tumour. Visual field and speech examination 
will also help in localisation. History helps 
to suspect the nature of the tumour. If there 
are no focal signs or when the tumour is 
situated in silent area investigations are 
necessary for diagnosis. False localising signs 
like sixth palsy occur in increased intracranial 
tension. Hemiplegia on the same side as the 
tumour occurs due to compression of the 
opposite peduncle against the tentorial edge. 
Fixed dilated pupil on the same side of the 
tumour occurs due to herniation of the iis 
campus and uncus. 


X-ray of the skuli:- 


Snows evidence of intracranial tumours 
in two-third of the cases and localisation in 


Dr. Natarajan М., MS. (Gen), М8. (Neuro), FICS.. FACS., FAMS., 
Retired Professor of Neuro Surgery, 

Madurai Medical College, 

Madurai - 20. 


Specially contributed to “The Antiseptic” 
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one-third of the cases. Lateral and A.P. view 
of skull show evidence of intracrania 
tumours by: 


1. Displacement of calcified pineal gland. 


2. Increased convolutional marking of the 
skull and erosion of posterior clinoid pro- 
cess. 


3. Separation of the sutures in children upto 
the age of 12. [Fig.1] 


Localisation may be shown by calcification 
in the tumors in 12% of the glioma. 50% of 
meningioma will show atrophy or hypertro- 
phic changes in the bone with abnormal vascu- 
lar groove in the skull [Fig 2]. 80% of cranio- 
pharyngioma get calcified. Pituitary tumours 
show erosion and enlargement of the sella 
Acoustic tumours show enlargement of internal 
auditory meatus. Glioma of optic nerve show 
enlargement of the optie foramen [Fig.3] 
Angioma and vascular anomaly show curva: 


linear calcification. Tumours of the skull show 


defect in bone. 
E.E.G. 


E.E.G is of value in supratentorial tumours 
when the tumour is situated on the surface. 
It gives evidence of localisation in 60 to 80% 
of the cases. The gloiblastoma usually produce 
focal or lateralised slowing. Astrocytomas 
show focal slowing with cpiletptic discharges; 





oligodendrogliomas show mostly epiteptic 


discharges. Meningiomas do not produce 
E.E.G. changes. Basal tumours do not pro- 
duce E.E.G. changes. In subtentorial tumour 
E.E.G. is not useful. The metastasis of the 
brain produce slow waves in E.E.G. 


Shows hyperostosis of the skull with sunray 
spicules in a case of meningioma. 


Shows enlargement of optic faramen suggesting 
optic nerve glioma. 


Isotope Scan:- 


Radiodinated serum albumin or other 
radioactive substances are injected intra- 
venously and isotope scanning is done at 
24 to 48 hours. Abnormal concentration of 
radioactive substance will localise the tumour. 
Rapid appearance clearance will give a clue 


as to the nature of the lesion. Meningioma 
appear at 24 to 48 hours whereas glioma 
appear at 24 hours and is obvious at 48 
hours. 


Echoencephalography:- 


By this procedure the position of midline 
structure like septum pellucidum and wall of 
the lateral ventricle are seen. Their displace- 
ment will indicate a tumour. 


Ventriculography and Encephalography 
Pneumoencephalography:- [PEG] 


In this procedure air is injceted by 
lumbar puncture into the subarachnoid space. 
This will show the ventricle, basal cistern and 
the cerebral sulci. This is not usually done 
in the diagnosis of intracranial tumour, when 
the intracranial pressure is high. 


Ventriculography: 


Here the air is injected into the ventricle 
directly through the burrhole. This is done in 
the diagnosis of intracranial tumour just prior 


to operation. Tumours show their presence 
by: 


1. Ventricular and defor- 


mity. 


displacement 


. Ventricular dilatation due to CSF 


obstruction. 
. Filling defect. 


. Air in the tumour which is common with 
cystic tumour. 


. Collection of air around the tumour. 


In posterior fossa tumour for better 
visulaisation of aqueduct and fourth vent- 
ricle, myodil is introduced in the lateral 
ventricle and is taken to the aqueduct and 
fourth ventricle. Their displacement will 
indicate tumour. 


Cerebral Angiography: 


Visualisation of cerebral arteries 15 
done by injecting contrast into the carotid and 
vertebral arteries. 


----------------------------------------------------------------------- T > 
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Carotid Angiography: 
This is done commonly by percutaneous 


puncture or by catheterisation of the 
brachial and femoral arteries. 


Vertebral Angiography: 
This is done by direct puncture of verte- 


bral or subclavian artery or brachial or 
femoral catheterisation. 


Tumours show their presence by dis- 
placement of vessel and abnormal vascularity. 
The tumour may displace a vessel which is. in 
direct contact [Fig.5] or displacement of 
midline vessels [Fig.4] . The displacement 
may be due to tumour oedema or herination. 
Vascular tumours may be outlined with 
contrast as in meningioma or glioblastoma. 
[Fig.6] 





Shift of the anterior cerebral artery towards 
the opposite side indicating a tumour. 


Computed Tomography Scan: (C.T.) 


Computed Tomography Scan has revo- 
lutionised the diagnosis of intracranial tumour. 
Before the advent of C.T. scan, diagnosis of 
intracranial tumour: was made with X-ray 
skull showing demineralisation of the dorsum 
sella, abnormal calcification or erosion or 


ENS VU 772 % ЖЕГЕ ere ee 
- n 297, 1 E te St eee 


hyperostosis of the cranial vault. Even ventri. 
culogram or angiogram gave indirect evidence 
like displacement or distortion of ventriculai 
system or distortion of cerebral vessels. 





Elevation of middle cereberal artery indicating 
a tumour below it. 





A tumour outlined by dye in a case of 
meningioma 


C.T. scan allows us to see the normal and 
pathological anatomy in exquisite detail in a 
living patient. This allows us to see the deep 


seated tumours. C.T. scan also shows the 


vascularity of the tumour and the surrounding 
oedema. C.T. scan is a map showing the rela- 
tive differences in tissue electron density 
throughout the brain. If the density of the 
abnormality is same as that of normal brin. 
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it may not be seen. This is best illustrated by 
the isodense subacute subdural hematoma. 


Relative Value of Investigations: 


Plain X-ray of the skull shows abnormality 
in a small percentage of the cases. Even this 
shows the presence of the tumour but not 
localisation or nature of the lesion. On the 
other hand C.T. scan shows localisation of the 
lesion and its probable nature. Plain X-rays 
are useful in diagnosis of tumours of the base 

of the skull. So C.T. scan is the first diagnostic 
- procedure of choice in the work up of an intra- 
cranial tumour. Angiogram may be necessary 
to see the vascularity of the tumour and feeding 
vessels as in meningioma. The percontrast 
scan show the baseline density of the tumour. 
The lesion may be of increased density (hyper- 
dense) decreased density (hypodense) or 
similar density (isodense) relative to the 
normal brain. After injection of IV contrast 
if the lesion is hyperdense it indicates vascu- 
larity of the tumour. Coronal or sagittal re- 
construction may be obtained by computer 
reformating of routine axial images. The 
diagnosis of intracranial tumour is made by 
the presence of abnormal intracerebral density 
with deformation and displacement of sur- 
rounding-structures. 


Differential Diagnosis: 


Intracranial tumour should be differenti- 
ated from other conditions presenting with 
focal neurological signs or signs of increased 
intracranial pressure. The common conditions 
are strokes, infections, degenerative diseases 
and subdural haematoma. With the present 
investigatory methods available errors are 
rarely made. 


Cerebrovascular Disease: 


The strokes are sudden in onset and 10% 
of the intracranial tumour are also sudden in 
onset. The progression of focal signs occur 


in tumours but they also occur rarely in cere- 


brovascular disease. The presence of arterio- 
sclerosis and hypentension may indicate cere- 
brovascualr disease, since the tumour occurs 
in old age group where these are common. 
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So correct diagnosis may be difficult. Hyper- 
tensive haemorrhage may produce papilloe- 
dema some davs later. CSF is blood stained in 
lumbar puncture. The vascular tumours like 
glioblastomas, secondaries from melanoma, 
chorioncarcinoma and renal carcinoma 


produce haemorrhage resembling intracranial 
haemorrhage. Giant aneurysm may mimic an 
intracranial tumour. These may be diagnosed 
by C.T. scan and angiogram. 


Infections of the nervous system: 


Acute infections are differentiated by C.T. 
and CSF examinations. Granuloma like tuber- 
culoma is differentiated by C.T. scan. Intra- 
cranial abscess is diagnosed by clinical features 
and C.T. scan. 


Demyelinating Disease: 


Multiple signs and symptoms with remis- 
sion suggest diagnosis of multiple sclerosis. 
Rarely they may be localised to one region 
simulating a tumour. CSF examination, C.T. 
and evoked potential will help in diagnosis. 


Shift of the anterior cerebral artery with the 
avascular space between the skull and the 
brain indicating subdural hematoma. 


pev 





Epilepsy: 


Since convulsive seizures are a common 
symptom of intracranial tumours, in every 
case of epilepsy the possibility of the tumour 


Degenerative Disease: 


Progression of mental symptoms may occur 
in Alzheimer disease and frontal lobe tumour. 


These are differentiated by C.T. 


is thought of. This is much more so if the fits 
are focal in nature occuring after the age of 
25 years and when neurological signs are 
progressive. 


Subdural Hematoma: 


Chronic subdural hematoma following 
mild head injury may resemble a tumour. 
These are differentiated by C.T. scan and 
angiogram. 


Treatment: 


The treatment of brain tumours is total 
or partial surgical removal followed by radi- 
ation therapy when indicated. Meningioma, 
acoustic neuromas, cystic astrocytomas of 
the cerebellum, angiomatous malformations, 
tuberculoma are cured by surgical removal. 
Gliomas where possible are removed com- 
pletely. Partial removal is followed by radiat- 
ion therapy. Pituitary adenomas when small 
can be removed completely. 


Shows a tumour of sellar region with cystic 
component - craniopharyngioma. 


* * * * * * 


FAECAL LOADING IN CHILDHOOD — A DIAGNOSIS OFTEN MISSED? 


Faecal loading is characterised by retention of stools in the colon and rectum and 
occurs as a result of repeated incomplete evacuation of faeces. Symptoms include con- 
stipation, faecal soiling, abdominal distension and per-umbilical pain and may occur 
either singly or in combination. These children are often misdiagnosed as having chronic 
diarrhoea, encopresis or recurrent nonspecific abdominal pain of childhood. This leads 
to incorrect management and prolongs the misery for the patient and his or her family. 


The condition is probably much more common than in generally appreciated. The 
clinical presentation in the young child appears to differ from that in older children. The 
diagnosis is easily confirmed by means of a straight radiograph of the abdomen which 
will show faecal content which may fill the entire colon. A cause for the condition such as 
an anal fissure or short-segment Hirschsprung disease should always be considered but 
is found in very few cases. Correct diagnosis is important, since the condition is amenable 
to therapy. This consists of initial clearance of the colon by oral administration of large 
volumes of a balanced electrolyte/polythylene glycol solution or repeated enemes. 
Regular bowel habits should be encouraged and the diet adjusted to include more fibre 
supplemented by bulk laxatives which should be continued for several months. 


(SANJ, Vol. 72, 5 Dec. '87) 
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ROSCILLIN® | 


Suspension & Drops 


* Rapidly resolve 
infections 

* Ensure accurate 
dosage to the 
last drop 

"Ataste that 
children love 


ROS/RODIJAIB6 


ROSCILLIN 


The best expression of your concern 
ROSCILLIN? (Ampicillin) 
Suspension : ka ee A 250 mg/5 m! Бастони 


Drops · 100 mg/ml 
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Horlicks 
Now specially fortified with extra calcium 
OO Атын зыка. 


Horlicks, the easily digestible health food drin 


k full of nourishing 


goodness, is now reinforced and enriched with extra calcium, which is 
essential for the healthy development and maintenance of the body. 


GROWING CHILDREN 


Calcium is essential for the 
formation and maintenance cf 


of calcium-enriched 

Horlicks in milk provide 

the requisite RDA of 

calcium for the 

additional requirements = 
of growing children, especially the 
rapid growth of adolescents 
Consumption of calcium-tortified 
Horlicks, along with regular 
physical activity, will also help to 
minimise the calcium. loss that 
occurs later in life, that can 
eventually lead to osteoporosis 


DURING PREGNANCY 
fF» AND LACTATION 


Expecting and 
breast-feeding 
mothers need 
ҰМ 10 supplement 
their diets 
with extra 
а ай Calcium to 
WENDEN ensure 
that the baby receives adequate 
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osteoporosis. Horlicks being easily 
digestible, is an easily assimilable 
source of calcium. 


NEUROMUSCULAR 
ACTIVITY 


Calcium regulates the body's 
neuromuscular activity which 
helps to maintain the correct 
functioning of muscles. 


HORLICKS — AN 
EFFECTIVE MEDIUM 


Horlicks contains lactose which 
promotes the absorption and 
retention of calcium, making it an 
effective medium for calcium 
intake. 
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Haemoptysis 
Minakshi Sahu, Gupta H.D. 


Haemoptysis is a symptom, often a medical 
emergency, which demands immediate attent- 
ion, prompt and efficient investigations and an 
equally immediate treatment. It can be defined 
as expectoration of blood, the quantity vary- 
ing from blood streak to massive haemoptysis 
of 600-1000 ml. or more. At the onset it should 
be differentiated from spurious haemoptysis 
(pseudo haemoptysis) in which blood comes 
from nose, mouth, pharynx and larynx etc. 
While in true haemoptysis blood comes from 
lower respiratory tract (below larynx). 


We should also differentiate it from hae- 
metemesis which is blood in vomit but some- 
time patient is not able to differentiate bet- 
ween the two. The blood in haemoptysis is 
bright red in colour, alkaline in reaction, 
associated with froth and symptoms of respi- 
ratory diseases while the blood of haemete- 
mesis is often dark in colour, acidic in reaction, 
no froth in it often mixed with food particles 
and associated with abdominal symptoms. 
Sometimes confusion is created because 
expectorated blood is swallowed and then 
vomited out. 


AETIOLOGY 
Respiratory causes 


Inflammatory:- Pulmonary Tuberculosis, 
chronic bronchitis, bronchiectasis, lung abs- 
cess and pneumonias esp. klebsiella. 


Neoplastic:- Benign bronchial adenoma, 
haematoma. 

Malignant: Squamous cell carcinoma, adeno- 
carcinoma and oat cell carcinoma. Haemo- 
ptysis is rare in metastatic carcinoma of lung. 


Dr. Minakshi Sahu, M.D., M.N.A.M.S. (A.D.M.O. Radiology) 
Dr. Gupta H.D., M.B.B.S., D.CH. (D.M.O. ped.) 

Railway Hospital, 

Ajmer - 305 001. (Raj.) 
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Vascular: Pulmonary thrombo-embolism an 
infarcts. 

Parasitic: Hydatid cyst, Paragonimiasis (lun 
fluke). 


Trauma: Fracture rib wounding the lung. 
Contusion of lung. 
Foreign bodies. 
Procedures like bronchoscopy and biops 
etc. 


Primary pulmonary hypertension, A. 
malformations, Amyloidosis, haemosidrosi 
etc. 


Rupture of hepatic amoebic abscess thro 
ugh diaphragm into a bronchus may occasio 
nally cause this symptom. 


Non respiratory causes 


Cardiac causes: Mitral stenosis, left ventri 
cular failure and systemic arterial hypertens 
ion. 


Bleeding disorders: Purpura, haemophilia 
acute leukemia, scurvy and in patients or 


-anticoagulants or оп oral contraceptives. 


Miscellaneous: Diseases like polyarteriti: 
nodosa,  Good-Pasture's syndrome ат 
Wegener's granulomatosis. " 
Aortic aneurysm rupturing through an erodec 
bronchus. 


Idiopathic 


In 7-10% of cases, cause is not known. 
on follow up for two years some of these ma 
develop tuberculosis. 


Out of such a long list, commonest cause 
are pulmonary tuberculosis, chronic bronchitis 
bronchiectasis, lung abscess, malignancy o 
lung and mitral stenosis. 


Incidence 


If all the cases of haemoptysis are included 
(blood streak sputum to massive haemoptysis), 


then bronchiectasis and bronchitis form a 
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major cause-about 60-70%. If only substantial 
and massive bleeding is considered then inci- 
dence will again deperid upon whether it is 
a surgical series or medicosurgical one. In one 
of the surgical series the incidences reported 
as carcinoma 20%, bronchiectasis 30%, and 
tuberculosis 2-40% while a medicosurgical 
clinic reports as carcinoma 20%, bronchi- 
ectasis 30%, bronchitis 15%, tuberculosis 
and other inflammatory diseases 10-20%, 
vascular, traumatic and haemorrhagic 10% 
and undiagnosed 5-15%. | 


Management 


A detailed history, a thorough general 
and systemic clinical examination, examina- 
tion of sputum for A.F.B. and malignant celis, 
radiology of chest and bronchoscopy are 
basic steps to be taken in a case of haemo- 
ptysis. History is most important part of 
management. Some of the points to be en- 
quired are as under:- 


(1) Is it a first episode or recurrent? 


(2) Quantity and colour of blood (bright 
red, dark, frothy etc.) 

(3) Other symptoms like chest pain, dyspnoea, 
pyrexia, loss of weight and appetite, joint 
pain etc. with their duration. 


(4) History of chronic cough with amount 
and colour of sputum, smell etc. 


(5) History of contact with a case of tuber- 
culosis. 


(6) History of trauma, recent endoscopy, 
recent dental treatment and inhalation 
of foreign matter. 

(7) History of smoking,. period of smoking 
and number of biddies or cigarettes 
smoked per day. 


(8) History of bleeding disorders, whether 
on anticoagulant therapy or on oral 
contraceptives. 


(9) Age. In childhood and adolescent- tuber- 
culosis and mitral stenosis, in adult- 
tuberculosis and after 40 years of age- 
tuberculosis, carcinoma and bronchi- 
ectasis should be kept in mind. 


In a young asymptomatic female with the 
history of recurrent chronic haemoptvsis, 
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possibility of bronchial adenoma should be 
kept in mind. History of recurrent haemoptysis 
with the marked sputum production, cyst 
formation and ring shadows on chest X-ray 
goes in favour of bronchiectasis. A putrid 
sputum with fever- lung abscess, a male 
smoker above 40 years of age- possibility of 
carcinoma, history of acute pain in chest with 
frothy sputum - pulmonary embolism and 
infarction should be kept in mind. Besides 
a detailed general and systemic clinical exami- 
nation we should see for pathology in nose, 
mouth, pharynx and larynx. We should also 
look for clubbing of nails, cyanosis, purpuric 
spots, skin angiomas and lower limbs for 
venous thrombosis. Special examination of 
heart is to be done to confirm or exclude 
mitral stenosis and other heart lesions. 


Mechanisms of Haemoptysis 


1. In pulmonary tuberculosis blood comes from 
Aneurysms in a pulmonary cavity. 
Ulceration of small vessels. 

Congestive processes around the early 
lesions. 


In calcified lesions aneurysmal dilata- 
tions formed within the cavity may persist 
despite complete healing of cavity. Hae- 
moptysis may occur from these aneurysms. 
This is important to know because these 
cases do not require antitubercular treat- 
ment, as the lesion is already healed. 


. In bronchiectasis and chronic bronchitis 
it is due to bleeding from granulation 
tissue or from ulceration of the blood 
vessels on the bronchiectatic walls. The 
haemoptysis is usually recurrent but slight 
or in some cases severe haemoptysis may 
occur, 


. In mitral stenosis blood stained sputum 
is due to: 
Pulmonary venous congestion. 
The sputum may be blood tinged due to 
associated bronchitis. 
Pink frothy sputum may be associated with 
pulmonary oedema, left ventricular 
failure and pulmonary infarction. 





They must be employed in the most logical 
and economical manner. Every case does not 
require all the investigations listed but they 
will be needed according to the diagnosis 
suspected in a given case. 


(1) Routine blood test:-TLC, DLC, Hb%, 
ESR, bleeding and clotting time, pro- 
thrombin time and blood grouping. 

(2) Sputum examination for A.F.B. and 
malignant cells. Laryngeal swab and 
gastric lavage may have to be examined 
for A.F.B. especially in children. 

(3) Chest radiography and tomography. 

(4) Bronchoscopy, bronchography, C.T. Scan, 
Isotope scanning. Pulmonary and bron- 
chial angiography may have to be done. 

(5) Percutaneous and transbronchial biopsy. 


Chest Radiograph 


A single P.A. view of the chest is not an 
adequate examination. Minimum P.A. and 
lateral films should be taken. Tuberculosis 
is most common. It is usually bilateral, apical 
and asymmetrical in distribution. It has pre- 
diliction for posterior segments of upper 
lobes and apical segments of lower lobes. 
X-ray may show evidence of infiltration, 
cavitation and tubercular penumonia. Some- 
times calcified healed tubercular lesions may 
be seen which occasionally may cause haemo- 
ptysis. An opacity with irregular edges with 
or without hilar lymph nodes in a middle 
aged or elderly patient especially in smoker 
may be malignant. A mass lesion should be 
distinguished from an area of blood pneu- 
monitis caused by aspiration of blood into 
contiguous area. If a neoplasm: is very small 
or endobronchial it may not be visible cn 
plain chest radiograph, unless it occludes 
the bronchus and indicates its presence either 
by collapse or by consolidation. Condition 
that can cause haemoptysis but may not be 
apparent on radiograph may be bronchitis, 
bronchiectasis and infarction. Small area 
of infarction is most difficult to detect clini- 
cally and radiologicallv. Solitary linear den- 
sities at one or both the bases may be due 
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Occasionally a small effusion or elevation 
of one diaphragm may be due to infarction. 
In bronchiectasis the classical appearance of 
thickened and dilated bronchi filled with 
mucus or with air and fluid is not very com- | 
monly seen. The radiograph may be normal 
or there may be small areas of atelectasis in 
lower zone with a doubtful bronchial wall 
thickening. In these cases bronchography 
is useful and informative. 


Tomography 


If the assessment of radiograph is un- 
certain, tomography is helpful. It is the quick- 
est and least complicated method of checking 
a doubtful opacity on chest radiograph and 
for delineating infiltration, cavities, A.V. 
malformations, small tumours, enlarged hilar 
lymph nodes and proximal tracheobronchial 
tree. A.P. tomograms are usually adequate 
but sometimes lateral tomograms are needed 
for anatomical localisation and clear assess- 
ment of apical regions of lower lobes, left 
lower lobe behind the heart and the hila. 


Bronchography 


It can be done either by trans-nasa catheter 
or by fibro-optic bronchoscope. It is of value 
to delineate endobronchial lesions beyond 
the vision of bronchoscope and assessment 
of bronchiectasis in the patient who has to 
undergo surgery. 


Bronchoscopy 


Bronchoscopy is indicated in all the cases 
of haemoptysis above 40 years. of age with 
uncertain diagnosis and in younger person 
with recurrent haemoptysis. It is not indicated 
in the cases of pulmonary tuberculosis, other 
pulmonary infections and infarction. It can 
detect lesions upto segmental bronchus but 
peripheral tumors can not be seen. It is useful 
for direct visualisation of endobronchial 
tumors, foreign body removal, collection 
of bronchial secretions for microscopic exa- 
mination, taking biopsy for histological 
examination and locating the site of bleed- 
ing by identifying the bronchus from which 
blood is flowing. 
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C.T. Scan - Indications are as under:- 


(a) A doubtful malignant case. 


(b) Recurrent unexplained ^ haemoptysis 
when other investigations are inconclusive. 


Follow Up:- 


1. X-ray chest after one month in cases of 
unexplained haemoptysis. 

. In smokers above 45 years of age sub- 
sequent X-rays of chest are done at 3,6 
and 12 months. 


Treatment:- . 


Aims of treatment are- 
a) Prevention of asphyxia. Patient may die 


within few minutes due to asphyxia- 
drowning in one's own blood. 


b) Maintenance of vital function. 
c) Control of bleeding. 


d) Treatment of cause (Disease). 
Usually there is a tendency of over treat- 
ment. 


Position of the patient at rest:- 


Patient should be kept in head down 
position to prevent flooding of tracheobron- 
chial tree resulting in suffocation and sudden 
death. Patient should lie with the bleeding 
side down to prevent aspiration to healthy 
lung. Patient tends to keep bleeding side 
dependent Patient may feel burning or deep 
pain at the side of bleeding. There may be 
presence of multiple signs at the bleeding 
site. 


Scanty haemoptysis:- 


Scanty haemoptysis usually stops by itself 
without specific therapy, except a mild-seda- 
tion, bed rest and occasionally anxiolytic 
drugs. 


Substantial Haemoptysis:- 


(a) Keep the patient. on complete bed rest 
and give him tranquillizers, which should 
be continued for 5-7 days after the bleed- 
ing is controlled. 
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(b) Avoid unnecessary diagnostic procedures 
like bronchography in acute stage. 

(c) Supression of cough is done by small 
doses of codeine, 10 mg. of morphin or 
50 mg. of pethidine. | 

(d) Keep the suction and intubation apparatus 
ready by the side of the patient in case 
emergency arises. 

(e) Excessive sedation should be avoided 
as it will supress the cough reflex and 
masks the signs of respiratory decompen- 
sation. 


Massive Haemoptysis:- 


In case of massive haemoptysis where 
more than 600-1000 ml. of blood is lost in 24 
hours and there is constant danger of asphy- 
xiation due to aspiration of blood, the follow- 
ing line of management is advised. 


(a) Conservative management as above with 
bed rest, sedation, antianxiety drugs 
and suppression of cough. 


(b) Replacement therapy- Blood transfusion 
must be given in case where normal vital 
signs are low (Increasing pulse rate, low 
B.P., rapid respiration and air hunger). 

(c) Frequent aspiration should be done to 
prevent asphyxia and oxygen is given to 
prevent hypoxia at the rate of 5-6 litres 
per minute. 

(d) Coagulants:- Although coagulants are 
routinely used, they have no specific role 
because the mechanism of haemoptvsis 
is mechanical and coagulation time is 
normal. Vasoconstrictors like Adreno- 
chrome salts and conjugated oestrogens 
(Premarine) are also frequently used in 
the management of these cases without 
their specific role. 

(e) Thoracotomy and surgical resection of the 
diseased part is indicated if the bleeding 
persists in spite of all the above measures 
and there is danger to the life of the 
patient. Surgery is contraindicated in 
inoperable malignancy of lung and in 
bilateral pulmonary diseases like tuber- 
culosis and bronchiectasis. 


Bronchial artery catheterisation апа 
micro-embolisation of bleeding vessels 
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in the affected segment is done if possible 

and facility exists. 

(g) Use of antibiotics to prevent and treat 
the secondary infections. 


Summary:- 


Haemoptysis is one of the most important 
and occasionally fatal medical emergency. 
Every practitioner in the field of medicine 
has to face it sometime or other. Various 
causes, investigations and management have 
been discussed in the present communication. 
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D.C. Conversion for atrial fibrillation 


Sippy R.K., Mansharamani G.G., 


Prabhakaran N. 


Narayanan P.S. 


Introduction 


Drug therapy on cardiac arrhythmias often has many limitations. 
Patients are to be kept under close observation for several days. Toxic 
effects are many and may be more serious than original arrhythmia. 
Present study was undertaken with a view to know immediate success 
rate and maintenance of rhythm with special emphasis on factors e.g. 
aetiology, cardiomegaly and left atrial size. 


Material and Methods:- 


Fifty cases of atrial fibrillation were taken 
up for the present study. Patients attending 
OPD or admitted in the wards were taken up 
for this study. Detailed history was taken in 
all cases. Special importance was given to 
the cardinal symptoms like dyspnoea, pal- 
pitation and chest pain. Palpitation and dys- 
pnoea were taken as rough guide for the 
duration of atrial fibrillation. Old records were 
studied on some patients who showed arrhy- 
thmia after admission. 


Thorough clinical examination was done 
in all cases — pulse, B.P. were taken daily. 
Lungs were examined for evidence of res- 
piratory infection. Neurological examination 
was done to know thrombo-embolic pheno- 
menon. Signs of congestive heart failure were 
carefully assessed in all and special care was 
taken to see that patient was relieved of failure 
before cardioversion. 
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Routine blood, urine stool, X-ray chest 
and E.C.G. were done in all. Ba-swallow was 
done to know size of Left atrium. E.C.G 
was repeated after cardioversion. F. wave 
size was measured from crest to trough in 
Lead II and V and was grouped as fine or 
coarse. Fine waves being less than 0.5 mm in 
size. 


Cardioversion was done in all after giving 
anti-coagulants for four days. It was done 
in the morning on empty stomach with con- 
stant cardiac monitoring. Patient was given 
diazepam I.V. First D.C. shock was given 
at lower Joules and if it failed it was repeated 
at higher Joules (Max. 400 Joules). Changes 
in cardiac rhythm were monitored for two 
hours. Patient was kept in hospital for 2 - 7 
days. 


Results:- 


Total number of patients were 50 — there 
were 35 males and 15 females. Age varied 
between 15 and 60 years but most of them 
were between 20-40 vears. Rheumatic heart 
disease-valvular lesion was seen in 35 cases. 
І.Н.О. in six cases, acute myocardial infar- 
ction in five, thyrotoxicosis in two and no 
cause was detected in remaining two. Rheu- 
matic heart disease forms 70% of our total 
cases. _ 


Majority of cases had dyspnoea and pal- 
pitation. Respiratory infection was present 
in 11 cases (22%). Anaemia was seen in 15 
cases (30%). 
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The duration of atrial fibrillation and 
success rate was compared and results were 
as follows: 


Duration No.of % Success % 


cases Rate 


16% 8 
22% 


100% 
9 81.8% 
24% 8 66.6% 
26% 7 53.8% 
12%. 3 50% 


Lessthan] month 8 
І Monthtolyear 11 
.lYearto2years 12 
2Yearsto5 years 13 
Above 5 years 6 


Total S0 100% 35 170% 


Patients having atrial fibrillation for more 


than 2 years showed poor response to cardio-. 


version. 


It was further observed that patients 
having huge cardiac enlargement responded 
poorly compared to those having mild en- 
largement. However not much correlation 
was seen in success rate to left atrial size. 


Cases were followed up for 2 years-many 
of them did not turn up after discharge. 23 
cases who came for follow up, 10 have deve- 
loped ‘atrial fibrillation within one year, 
13 maintained sinus rhythm. It was further 
observed that patients having fine ‘f wave 
had poor cardioversion results compared to 
those having coarse fibrillation - ‘f wave 
more than 0.5 mm. 


Complications seen were very few-4 had 
superficial burns and one had hypotension 
lasting for 4 hours. 


Discussion:- 


The management of cardiac arrhythmias 
has always been a most perplexing problem. 
Drug therapy has always its limitations. 
Cardioversion is definitely superior than quini- 
dine and has no side effects. It is also quite 
economical. Thus it has become treatment 
of choice now-a-days. 


Lown B (1962) used D.C. shock as thera- 
peutic measure in atrial fibrillation. Success 


= += => 


rate has always been good 73-92% in various 
series. However biggest problem was main- 
tainance of sinus rhythm for a prolonged 
period. Maintainance was as low as 0-40% 
in various studies. 


- [Immediate success rate in our series was 
70% which was well compared to other series. 


Author Cases Success % 


studied Rate 


Bjerk lund et al 93 
Khan et al 43 
Kosgren et al 40 
Morries et al 24 
Redford and Evans 64 
Selzer et al 9] 
Present study 35 


88% 
78% 
80% 
88% 
73% 
73% 
70% 


Success rate is supposed to be highest 
in patients with post-operative fibrillation, 
intermediate in medically treated cases апа 
low in post-valvotomy and valve replacement 
cases. Failure is commonly observed in long 
standing cases with huge left atrial enlarge- - 
ment. 


We observed that patients with recent 
onset of atrial fibrillation were more success- 
fully converted than those with longer dura- - 
tion. Patients having atrial fibrillation less 
than one month had 10096 success rate, while 
those above 2 years it was just about 50-53%. 


There was not much correlation with 
aetiology like ischaemic heart disease, thy- 
rotoxicosis etc., however the number was 
too small. Main bulk were cases of rheumatic 
heart disease. 


Author Duration lessDuration more 
{һап 5 years. than5 years. 


9/10 - 82% 
10/32 - 62% 
12/35 - 13% 

7/52. - 13% 
32/44 - 72% 


0/8 - 0% 
3/25 - 12% 
0/11 - 076 
0/12 - 0% 
3/6 - 50% 


Bailey et al 
Somer et al 
Oleson . 
Redford & Evans 
resent study 
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Left atrial hypertension, pathological 
changes in left atrial wall - (fibrosis, muscular 
atrophy) have got adverse effects on cardio- 
version. Early surgery in mitral valve disease 
may prevent atrial fibrillation or help in easy 
cardioversion. | 


There was definite correlation between 
size of heart and successful cardioversion. 
However not much correlation was found 
to atrial size. 


It was also noticed that coarser the ‘f waves 
(more than 0.5 mm) higher was cardioversion 
success. [n patient with coarse wave above 
1 mm success rate was 100%. Even maintain- 


ance of sinus rhythm was of longer duration ` 


in patients with coarse waves. 


No.of Success % 
cases Rate 


Т Wave size in 


Less than 0.5 mm 10 3 33% 
0.5mm to 1 mm М 53.8% 
1 mmto 1.5 mm 12 10 83% 
l.5mmandabove 15 15 100% 


Summary: 


Fifty cases of atrial fibrillation of varied 
aetiological nature and duration were studied. 
They were subjected to synchronized D.C. 
shock cardioversion. Immediate success was 
70%. Maintatnance of sinus rhythm was 
observed only in 23 cases who came for follow- 
up over 2 years. 13 maintained sinus rhythm. 
Cardioversion was very successful in patients 
with atrial fibrillation of recent onset, having 
normal or mild cardiomegaly and coarse ’f’ 
wave in V in E.C.G. No. correlation was 
observed to aetiology of disease. Compli- 
cations were very few. 
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Efficacy of Hepax, an indigenous compound 


CCS луын 


preparation, in acute viral hepatitis : a double 


blind clinical study. 


Dange S.V., Patki P.S., Shrotri D.S. 


Abstract 


At presentthere is no specific treatment for viral hepatitis A number | 

of indigenous compound preparations are claimed to be useful. A double 
. blind study of Hepax versus placebo capsules undertaken in patients 
of acute viral hepatitis. Twenty patients were treated with the drug 
and twentyone received placebo. Treatment with Hepax significantly 
[p < 0.05] accelerated the rate of recovery, as suggested by earlier: 
relief from symptoms and rapid decline in serum levels of bilirubin, 
SGPT and ALP. The drug was well tolerated. None of the patients 
who received Hepax had a relapse, which was observed in two patients 
from the placebo group. It appears that Hepax treatment plays a bene- 


ficial role in acute viral hepatitis. 


Key words: Hepax, Viral hepatitis, clinical and biochemical recovery. 


Introduction 

Viral hepatitis is a major public health 
problem throughout the world. Despite rapid 
advances in modern medicine, there is no 
specific treatment for this disease. A number 
of plant products are claimed to be useful 
for treatment of liver diserders!. 


Table I 
Composition of Hepax - 


Each capsule (500 mg) contains: 

. Plumbago zeylanica (Chitraka) 

. Picrorrhiza kurrooa (Kali Kutki) 
Piper Nigrum (Kali miri) 

. Zingiber nigrum (Suntha) 
Carbonate of soda (Sajikhar) 

. Phyllanthus emblica (Amla) 

. Terminalia chebula (Hirda) 

. Calcium hydroxide (Chuna) 

. Pearl ash (Papdkhar) 


30 mg 
30 mg 
30 mg 
30 mg 
30 mg 
25 mg 
25 mg 
25 mg 
275 mg 


о оо ч соль о м 


Dr. Dange S.V., M.D., 

Dr. Patki P.S., M.D., 

Dr. Shrotri D.S., M.D., 
Department of Pharmacology, 
B.J. Medical College, 

Pune - 411 001. 


Specially contributed to “The Antiseptic” 
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Hepax is an indigenous compound formulation , 
containing such agents (Table I). In our 
another study, it was found to exert bene- 
ficial effects in a model of hepatocellular 
jaundice in albinorats?. Hence, a double 
blind randomized clinical trial oi Hepax 
versus placebo in the treatment of acute 
viral hepatitis was undertaken. 


Patients and Methods 


Patients of viral hepatitis, referred to Naidu 
Hospital, Pune, were included in the study. 
Forty four consecutive adult cases were 
randomized, after obtaining informed written 
consent. The diagnosis of acute. vira! hepa- 
titis was established by history, clinical exam- 
ination and liver function tests.’ Patients 
with history of jaundice for more than 4 weeks 
before admission, chronic alcohol consump- 
tion etc. [see Table II] were excluded. 


Treatment was started within 24 hours 
after admission. Hepax was given in the dose 
of 2 capsules [500 mg each] twice daily for 
7 days. If necessary, a second course was 
advised. Placebo capsules were administered 
in the same manner. Patients were asked to 
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take these capsules at least one hour before . 


food. No dietary restrictions were imposed, 
but patients with severe anorexia and vomit- 
ing [10 on Hepax and 7 on placebo] were treat- 
ed with intravenous glucose. Likewise bed 
rest was not imposed. Vit. K was administered 
to the patients with prothrombin concentra- 
tions less than 3096 of normal, as estimated 
by prothrombin time [9 on Hepax and 8 on 
placebo]. No other drugs, except B complex 
vitamins, were allowed. | 


Table II 
Exclusion criteria 


1. Duration of illness > 4 weeks 

2. H/o chronic alcoholism 

3. H/o Intake of hepatotoxic drugs 
4. Age « 14 yrs. > 50 yrs. 

5. Pegnancy 

6. Signs of hepatic coma/precoma 
7. Serum ALP > 30 K.A.U./dl 


The following information was obtained 
before starting treatment, twice in first week 
and then at weekly intervals for next three 
weeks: state of patient's well being and loss 
of appetite, presence of any nausea, vomiting, 
fever, pruritus, rash, jointpains, abdominal 
discomfort, tiredness, colour of urine, hepatic 
tenderness and enlargement and some of the 
liver functions tests - serum bilirubin [normal 
value [< 0.8 mg/dl], SGPT [x15 10/1], 
SGOT [= 20 ГОЛ], alkaline phosphatase 
[< 13 K.A.U./dl] and prothrombin concentra- 
поп (26075). Estimations of body weight, 
hemoglobin, W.B.C. count (total and differn- 
tial), serum proteins - [total (6.3 -7.9 g/dl) albu- 
min (3.7 - 5.3 g/dl) and globulin (1.8 - 3.6 g/dl)] 
and routine urine examination were done 
initially and then at the end of four weeks. 
Hepatitis B surface antigen (HBsAg) was 
determined at the beginning and at monthly 
intervals, if positive, by counterimmuno- 
phoresis. The clinical features were scored 
with the help of an arbitary scoring system 
viz., absent 0, mild 1, moderate 2 and severe 
3. Side effects, likely to be due to the treat- 
ment were also recorded. For those patients, 
who were discharged before the end of four 
weeks, evaluation was continued on out- 
patient basis. 
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Patients were followed up at monthly inter- 
vals for a total period of six months from the 
day of admission. 


The data were analysed by student's un- 
paired "t" test and Fisher's exact test (for 
change in Au-antigen status). 


Results 


Forty four patients were included in the 
study. Out of these, one patient on placebo, 
developed hepatic coma and two others drop- 
ped out of the study during the first week. 
The data of these three cases were excluded 
from the analysis. 


Thus 41 patients remained in the tria] 
out of which 20 received the drug (i.e. hepax) 
and 21 were treated with placebo. The clinical 
and laboratory details of these patients are 
summarized in Tables III and IV. It is evident 
that there was no significant difference in the 
two groups on entry in the study. 


- Table III 


Clinical features on entry 


Hepax Placebo 
(п = 20) (п = 21) 


26.45 + 7.73 29.14+ 10.73 
14/6 19/2 
51.50 + 10.25 49.70 + 


. Аре (Years) 
. Sex (M/F) 
. Weight (kg) 


. Duration of 
illness (days) 


9.71 


11.20+ 5.03 9.09+ 3.96 


. Severity of 


illness (score) 16.25 + 3.50 15.00+ 4.28 


(Figures are mean + S.D., No significant 
difference between the two groups). 


Table V outlines the results of treatment. 
Treatment with “Hepax” was associated with 
significantly (p< 0.05) less loss in body weight 
and rapid (p < 0.05) clinical recovery, as 
compared to placebo. There was a trend to- 
wards earlier biochemical recovery, as reflect- 
ed by shorter time required for 50% decline 
in serum bilirubin levels (p<0.05) and 
normalization of SGPT levels (р<0.01). 
By the end of four weeks, 10 patients from 
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Table IV 
Results of biochemical investigations (on entry) 


Serum bilirubin (mg/dl) 
SGPT (IU/1) 
ALP (KAU/dl) 
SGOT (IU/1) 
Prothrombin time (Sec.) 
Serum proteins (g/dl) 
Total 
Albumin 
Globulin 

7. HBsAgstatus (+ve/—ve) 


11.72+ 6.50 
125.35 + 57.67 
16.90+ 6.01 
142.50 + 94.30 
64.25 + 20.60 


6.56+ 0.80 
412+ 0.41 
2.44+ 0.41 


Placebo 
(п = 21) 


10.08 + 5.74 
105.95 + 74.86 
17.10+ 9.49 
102.00 + 57.31 
60.62 + 21.50 


Hepax 
(п = 20) 


7.12+ 0.86 
4.32+ 0.48 
2.80+ 0.46 


6/14 5/16 


(Figures are mean + S.D. No significant difference between the two groups). 


‘placebo group, had recovered in contrast to 
18 from Hepax group (p« 0.05). 


The changes in serum levels of bilirubin, 
glutamic pyruvic transaminase and alkaline 
phosphatase, during the study period of four 
weeks are shown in Fig.1, 2, and 3 respectively. 
There was a more rapid decline in the serum 
levels of these substances in the patients treat- 
ed with Hepax. To know the time course of 
decline in these parameters, in five patients 
of acute viral hepatitis (not included in this 
study) treated with Hepax these tests were 
done on alternate days for first week, which 
gave similar findings. 


There was no significant change in other 
parameters viz., serum proteins, SGOT, pro- 
thrombin time and clearance of HBsAg etc. 


Two patients from placebo group had a 
relapse of hepatitis (during fourth and seventh 


week respectively), from which they recovered 


uneventfully. No relapse was observed in 
Hepax group. 


Side effeects likely to be due to treatment 
were recorded in 3 patients on Hepax (diar- 
rhoea, epigastric pain and skin rash - one 
each), but discontinuation of the drug was not 
required. Two patients from placebo group 
complained of side effects viz., pain in 
abdomen, headache which cleared off without 
any modification of therapy. 
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During follow-up 11 patients dropped 
out from the study at various time inervals. 
Remaining 30 patients (Hepax 17 and placebo 
13) were followed for a period of six months. 
Chronic hepatitis was not noticed in any of the 
patients of type B hepatitis. 


Discussion 


The results show a more rapid clinical as 
well as biochemical recovery from viral hepa- 
titis during treatment with Hepax. A number 
of other agents have been reported to produce 
beneficial effects in this disease. Although 
administration of steroids has been reported to 
produce clinical improvement and lowering of 
serum bilirubin, this was often associated 
with troubiesome side effects and high relapse 
rate^^. Indigenous compound formulations 
like Liv 52°, Arogyavardhini® and Stimuliv’ 
have been found helpful to achieve rapid 
symptomatic recovery, but the time required 
for biochemical recovery remained unaltered. 


‚ Besides this, their effects on relapse rate have 


not been studied adequately. Reports of use of 
these agents in type B hepatitis are scanty. 
Treatment with Hepax might have some 
advantages over these agents. Firstly, in 
HBsAg positive patients, the antigen dis- 
appeared in more patients during treatment 
with Hepax than with placebo (2 out of 6 Vs. 
none out of 5 at the end of 4 weeks), though 
this was not  satistically significant. 
Secondly, treatment with Hepax does not 
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Response to treatment 
a EN i 


Weight loss (kg) 


Time for clinical 
recovery (days) 
Time for 50% fall in serum 
bilirubin (days) 
Time for biochemical 
recovery (days) 

5. Мо, recovered (by 28 days) 


11.40 + 6.68 


23.79 + 8.28 


Hepax 
(п = 20) 


1.00 + 0.86 


Placebo 
(п = 21) 


2.60 + 1.25 * 
19.06 + 9.55 * 
6.47 + 3.03 14.92 + 8.66 * 


33:33 3: 7.23 74 
18 10 * 


кетте тте meer с-сы a ОНОРОН ОНИ 


(Figures are mean + S.D.) 
* P < 0.05 
1272р 0.01. 


іп serum Bilinthin 
Mean + S.D. 
Placebo 4-4 
Hepax 0--09 

* Р< 0:05 


о 


со 


© 
~ 
о 
2 
Є 
б 
5/5 
= 
4 
E 
5 
M 
Ф 
2 


кә 


7 14 2! 

Day of ireaiment 
appear to increase the relapse rate for acute 
hepatitis. Thirdly, the duration of therapy is 
much shorter with Hepax (1 or 2 weeks), in 
contrast to that with other agents$. 


The mechanism of action of Hepax in viral 
hepatitis is not known. The lowering of serum 
bilirubin may be due to stimulation of bile flow 
or induction of microsomal anzymes. One of 
the ingredient of Hepax viz., picrorrhiza 
kurrooa has been reported to exert these 
actions?.The root of Plumbago zelanica 
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Changes іп szruin ALP levels 
(Mean + S.D.) 
ES Placebo А-А 
| Hepax 0—6 
ж Р<0:01 


Serum ALP level ( KAU/dl) 


14: 21 28 
Day of treatment 


(chitrak) is claimed to increase digestive 
capacity and promote appetite and has been 
used in various liver disorders’. Piper nigrum 
(Kalimiri) is considered to have stimulant and 
carminative properties and hence prescribed 
for dyspepsia’. It may cause epigastric pain’. 
Zingiber officinale and Terminalia chebula 
have been claimed to be useful in ascites due 
to liver cirrhosis’. Recently, Terminalia 
chebula has been reported to exert cytoprote- 
ctive effect in experimentally induced peptic 
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ulcer!®, It is possible that the combined action 
of all the ingredients is responsible for the 
beneficial results obtained in this study. 


-- 


Change in 50171 
(Mean i 


lever 


Placebo 

Hepax 9—0 
ж Р< 0-05 
#4 Р < 0:01 


SGPT (IUN) 


7 21 28 
Day of treatment 


To summarize, administration of Hepax 
is definitely beneficial in the treatment of viral 
hepatitis, as indicated by rapid clinical and 
biochemical recovery. Its effects in severe 
acute hepatitis, type B hepatitis and in chronic 
liver disorders remain to be investigated. 
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* * * 


Faecal specimens from 122 infants in the Neonatal Unit at Ga-Rankuwa Hospital were 
examined by electron micrascopy for the presence of virus. In total 40% of the neonates 
were excreting virus. Rota-Virus was the commonest, found in 33.5% of the infants, with 
small round viruses (SRVs) found in 12.3% and adenovirus seen in 1 baby. ANA analysis 
of the rotavirus genome revealed a similar electro-phoretype in all specimens. Most of 
the babies infected with rotavirus were less than 7 days old, and very little excretion 
occurred after 21 days of age. Only 8% of the babies excreting virus had any clinical 
signs of infection. Rotavirus infection appears to be endemic and SAV infection common 
іп the Neonatal Unit ot Ga-Rankuwa Hospital. 


(SANU Vol. 72 1 August 1987) 
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e Since 1947 - 


G.U. Tract. 


Objective : Grip test, pinch measure etc. 







INDICATIONS & DOSAGE 
е In Acute, Early or Chronic : Rheumatic 
4 diseases, Rheumatoid & Osteo Arthritis, 
$4 Non-Rheumatic Inflammatory arthritis. 
e Fibrositis, Sciatica, Rheumatic fever. 














84 swelling, pain and stiffness, chronic 
back-ache. 

e Occupational complaints : Stiffness 
Body aches, pain & cramps. 





: Maintenance : 2 tabs bd for 1-6 Months. 
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from ALARSIN researchers since 1947 
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e G32 9 Leptaden è Bangshil e Fortege € Aloes Compound... 


22225 R.COMPOUND.... 


is a drug of choice 
in € Rheumatic diseases 9 Inflammatory conditions 


because e Original Research formula : 


ALARSIN-Mahayograj Guggul, Maharasnadi Quath with 'Gold' Bhasma. Processed іп 
HALD! (Turmeric) Prepared according to Alarsin manufacturing standards & techniques. 
e in R. Compound 'Gold' Bhasma is given in Therapeutic dose. 





R. Compound tried at Departments of : o Orthopaedics o Surgery o Medicine 
` о Dental о Pharmacology & Physiotherapy. 
Nature of Clinical Trials : Controlled Double blind & Double blind Cross over. 

Positive advantages 

е Not a symptom suppressive but has curative aspects. е No gastrointestinal upsets 
or gastric erosions. € Does not suppress appetite but corrects impaired digestive function 
€ Activates RES (Reticulo-Endothelial System). € Improves blood picture (Alpha, Beta, 
Globulin levels) e Has detoxicating action while being excreted through skin, kidneys & 


Parameteres used to assess results 


Alarsin-designed Punch board (to measure reduction in swelling of inter- phalangial 
joints) Laboratory tests : E.S.R. Blood picture & Protein levels. 
Subjective : Healthy sense of well being & freedom of joint movements. 


Without drawbacks of 
Synthetic Multi-edged antirheumatic & anti-inflammatory drugs. 


е Post-operative & Post plaster conditions, 


Dose : 2 tabs tds till satisfactory improvement. 
. Dose : 1-2 tabs bd or tds for 1-2 weeks. 


. Have you received? if not, please write for: | e, / 


e Prescribing Index with latest Dosage Scheme. 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 
е Latest Research Data on particular products. e Art works of " Dhanvantari " and/or "TN 


Availability: For prescription at Chemists all over India in PACKS of 50 & 100 tablets 
ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, M.I.D.C., Andheri (E), Bombay 400 093 
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Soft Tissue Trauma 
sprains, contusions, haemarthrosis, traumatic } 
synovitis. 

Dose : 1-2 tabs bd or tds for 5-7 days. 
R. COMPOUND 
in Dental Practice 

All INFLAMMATORY conditions, before and 


after tooth extraction € Cellulitis, Odontitis, 
Dental Pulpitis, T.M. Jt. Problems, Trismus. 
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R. Compound in back-ache 


Kesavalu G.M. 
Introduction 


Back-ache perhaps is the most common complaint among men and 
women, workers, clerks, typists, executives, house-wives, affecting 
middle aged in particular and a geriatric problem in the older age groups. 
It may be due to strain and stress, and fatigue. In many cases the 
patient is unable to give any specific reason. Back-ache affects work 
in employment and normal daily personal routine at home, as it affects 
lumbar or lumbo-sacral regions which is pivotal for any movement. 
Back-ache is present at rest and is aggravated when compelled to work. 
Back-ache is so common and the loss of work-hours in the society is 
quite enormous and the medical profession must aim at reducing this 
huge loss of work-hours and also give relief from this distressing painful 
condition. 


With this in view, we undertook a clinical trial with R. Compound * 
an Ayurvedic Compound containing Mahayograj Guggul and Maha- 
rasnadi Quath with gold Bhasma, classical therapeutic remedies men- 


tioned in Ayurveda and in use since centuries in our country. 


. Materials and Methods 


This clinical trial was conducted on patients 
admitted to E.S.I.S. Hospital, Coimbatore. 
The patients were workers covered under ESIS 
and their families who were entitled for 
admission to ESIS Hospital. The trial was con- 
ducted between April 1983 to September 
1984. One hundred cases were included in the 
trial, but only 90 cases could be followed-up 
regularly and so, the results are evaluated 
for these 90 cases only. 


The patients were divided into three groups 
of 30 patients each. Group I received Bed 
rest, aspirin 2 tab. three times a day and 
R. Compound 2 tab. three times a day for one 
week and later R. Compound alone 1 tab. 
three times a day for further 3 weeks. (Total 
4 weeks). 

(* A product of Alarsin Pharmaceuticals) 


Dr. Kesavalue G.M, MS (Qaho.), D. Ortho, 
Orthopaedic Surgeon, 


E.S.I. Hospital, 
Coimbatore - 641 015. Tamilnadu. 


Specially contributed to “The Antiseptic” 
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Group II were given Bed rest, Aspirin 2 
tabs three times a day and R. Compound 2 
tabs three times a day for 2 weeks, and then 
only R. Compound 1 tablet three times a day 
for further 2 weeks. (Total 4 weeks). 


Group III was given bed rest and R. Com- 
pound 2 tabs three times a day for 3 weeks 
and then R. Compound 1 tab. three times a 
day for further one week. (Total 4 weeks). 


Supportive treatment 


Bilateral B.K. shin traction was given to 
28 patients (31.1%). One patient was given 
bilateral B.K. shin traction with feet-end 
elevation. Thomas Splints were used in 7 
patients (7.8%). Local heat by Infra-red 
Radiation (IRR) was given to 22 patients. 
(24.4%). No special treatment was given in 
32 patients. (Table I). 


Age Groups 


The largest age group with 49 patients 
(54.4%) was between 31-50 years. (Table IT) 
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Table I 
Supportive Treatment 


No. of % 
cases 


Supportive treatment 


Bilateral B.K. shin 
traction 28 


Bilateral B.K. shin traction 
with feet-end elevation 1 


Thomas Splints | 7 
Local heat (IRR) | 22 
Nospecialtreatmentgiven 32 


Total 90 


Table II 
Age Groups 


Agegroup No.of No.of Total | 96 
cases cases 
Males Females 


23-30 Yrs. 
31-40 Yrs. 
41-50 Yrs. 
51-60 Yrs. 
Over60 Yrs 4 


Total 79 


Posture during work/nature of work 


All the patients were workers covered by 
ESIS. Only sprinkling of them belonged to the 
family of workers who were entitiled for 
ESIS benefits. All the 11 female patients were 
house-wives. All the older patients were not 
workers but formed the family of the active 
workers. 


The workers were engaged in engineering 
works or weaving mills as these are predo- 
minant industries in Coimbatore. The details 
of their posture during work are given in 
Table III. 
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Table -IM 


Posture during work/Nature of work. 


No. of % 
cases 


Posture/Nature 
of work 


Standing, Sitting, Walking 28 
Standing, Sitting, Bending 18 
House-Wives 11 
Standing, bending with Wt. 
Bending, Straightening 

back with Wt. 

Standing, walking with Wt. 
Turning Sideways. 

Walking. 

Bending & Strainghten- 

ing back d 

Walking, Standing 


Sitting. 


Bending. 


Total 


Duration of Complaints 


The majority of patients, that is, 69 patients 
(76.7%) had the duration of complaints from 
2-30 days. (Table IV). 

Table IV 
Duration of complaints. 


No.of 
patients 


Duration 


шел 
сл 


2- 6days 
7-10 days 
11-15 days 
16-21 days 
22-30 days 
1-1'/, Months 
1'/,-2 Months 
2- 3 Months 
4- 6 Months 
7-12 months off & on 


= 


ANADA ea GU С 


Total 





Previous history 


Majority of patients gave previous history 
of attack of back-ache ranging from 3 months 
to 2 years. However, those with longer history 
reported that they were getting back-ache 
off and on since 9 months to 2 years except 
in one case, where the back-ache was recur- 
ring since 10 years. (Table V). 


Table - V 
Previous History of back-ache 


No. of 
cases 


Previous history 


20.0 
14.4 
13.3 
11.1 


Attack 3 months back 18 
Attack 4-6 Months back 13 
Attack 7-9 months back 12 
Attack 10-12 months back 

Attack since 1-2 years 

off and on 

No history 


15.6 
25.6 


100.0 


Total 2% 


Ability to work at the time of admission 


Sixteen patients (17.8%) were completely 
bed-ridden when they came for treatment. 45 
patients (50%) were unable to work though 
not bed-ridden and work was impaired in 28 
patients (31.1%). One patient came walking 
with hand stick. (Table VI) 


Table - VI 
Ability to work before admission 


Ability No. of 


patients 


Bed-ridden 
Unable to work 
Work impaired 
Walking with stick 


Total 


Investigations 


Routine blood, urine and stool tests were done 
and nothing abnormal was detected. 


X-ray was done in 48 cases where it was 
thought necessary. X-ray findings showed 
osteo-arthritic bony changes in 10 patients 
(11.1%) and 3 patients (3.3%) showed osteo- 
phytic changes. There was calcification of all 
costal cartilages in 1 case and 1 case had bi- 
lateral Coxa valga. Nothing abnormal was 
detected in 23 patients. (Table VII) 


Table - VII 
X-ray findings 


X-ray finding No. of 


Osteo-arthritic changes 
Osteo-phytic changes 
Calcification of costal 
cartilages 

Coxa valga bilateral 
NAD 

X-ray not taken 


Total 


Vitamins 


All the patients received vitamins in one 
form or other. Ву» or B, inj. were given twice a 
week for one month, the duration of clinical 
trial. Some were given Vit. C in addition. 
Some received Vit. B-Complex tabs. 


Assessment of results 


Bed rest for the first week was common to 
all patients. The results were evaluated whether 
the patient needed more than one week's bed 
rest, the additional treatment that was necessary 
such as bilateral B.K. Shin traction, Thomas 
Splints or Infra-red irradiation. Results were 
evaluated once a week and followed up every 
week for four weeks. The relief of back-ache 
obtained at the end of four week was taken as 
the final result, because some cases who showed 
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very y jood response in the first Wk did not 


maintain the same in subsequent weeks, while 
some patients who showed slow, response 
continued to show regular progressive response. 


Results of Group Í: ne & R. Compound 
for 1st week. 


After 4 weeks of treatment as already men- 
tioned, the results were Excellent in 9 patients 
(30.0%), Good in 12 patients (40.0%), Fair 
(Moderate) in 4 patients (13.3%) and Poor in 
5 patients (16.7%). (Table VIII) 


Table - VIII 


Results of Group I (Aspirin & R. Compound 
for Ist week). 


Result — 1st Wk 
Excellant 15 11 

Good 8 10 11 12 
Fair(Mo- . | 

derate) 7 5 5 4 
Poor 0 2 3 5 


30.0 
40.0 


13.3 
16.7 


Total 30 30 30 30 1000 


Results of Group II: Aspirin, R. Compound 
for first 2 weeks. 


At the end of 4 weeks of treatment, the 
results were Excellent in 12 patients (40.0%), 
Good in 10 patients (33.395), Fair (Moderate) 
in 6 patients (20.0%) and Poor in 2 patients 
(6.7%). (Table IX) 


Table - IX 


Results of Group П (Aspirin & В. Compound 
for first 2 weeks). 


Result — 1st Wk. памк 3rd Wk 4th Wk % 


40.0 
33.3 


Excellant 12 16 14 12 
Good . 12 12 10 10 
Fair (Mo- 

derate) + 6 2 4 6 
Poor 0 0 2 2 


20.0 
6.7 


Total 30 30 30 100.0 
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2nd Wk 3rd Wk 4thWk % 


NL 


Results of f Group III: R. Canpoand alone. 
for first 3 weeks. 


At the end of 4-weeks of treatment, in 
this Group, 16 patients (53.3%) showed 
Excellent results, 11 patients (36.7%) showed 
Good results, 2 patients:(6.7%) showed Fair 
results and 1 patient (3.3%) showed Poor 
result. (Table X) 


Table - X 


Results of Group III: R. Compound alone 
for first 3 weeks. 


Result. Ist Wk 2ndWk 3rdWk 4thWk % 


Excellant 15 16 
Good Ua 
Fair (Mo- А 

derate) 2 2 
Poor 1 1 


53.3 
ЕСУ 


6.7 
3.3 


Total 30 30 100.0 


Comparison of Results of Group I, ide П & 
Group III. 


At the end of 4 weeks of treatment, satis- 
factory relief of back-ache (Excellant - Good) 
was obtained in 21 cases (70.0%) of Group I, 
in 22 cases (73.396) of Group II and in 27 cases 
(90.096) of Group III. (Table XI) 


Table XI 


Comparison of results of Group I, Group II & 
Group III at the end of 4 weeks. 


Result GroupI GroupII Group Ш 


40.0% 
33.3% 
20.0% 

6.7% 


53.3% 
36.7% 
6.7% 
3.3% 


30.0% 
40.0% 
13.3% 
16.7% 


Excellent 
Good 
Fair 
Poor 


Total . 100.0% 100.0% 100.0% 
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Discussion 


This clinical trial has shown that aspirin 
and R. Compound given for the first one 


or two weeks will give immediate relief of 


back-ache to get over the crisis. The relief 
is not sustained in the 3rd and 4th weeks. 
Where. R. Compound alone was used, 2 tabs. 
tds for three weeks and 1 tab. tds during the 
4th week, the number of cases getting relief 
was low in the first week, but the number 
gradually increased showing the highest 
number of cases getting relief by the end of 4 
weeks. This shows that R. Compound therapy 
is slow but sure, and the relief is regularly 
built up and not transient as with the combined 
therapy of 1-2 weeks. As R. Compound alone 
gives better relief, the additional use of aspirin 
did not show any special advantage. 


Conclusions 


1. In R. Compound therapy of back-ache, 
bed rest for one week (first week) was suffi- 
cient, and the patient could be kept on ambu- 
latory treatment for further treatment. 


2. While the relief was immediate with the 
use of aspirin, for the first week, later the 
pace of relief was not only slowed down, but 
there was tendency to reverse the trend later 
on, and bed rest had to be continued. 


3. Use of aspirin had shown gastric symptoms 
in some cases, while no side effects were seen 
when R. Compound alone was used even in 
Group I and Group II, where R. Compound 
alone was used for later 2-3 weeks. 


4. This clinical trial has shown that R. Com- 
pound showed slow but continued relief. 


* * * 


КЕЧЕЕ. с, а 
лайы орн 3 


5. This clinical trial has shown that wotkers 
suffering from back-ache could succesifuly 
be treated, minimising bed rest to опе week 
and later they could be treated successfully 
as ambulatory cases. This minimises Jos’ of 
work-hours while reducing hospitalisation. 
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* * * 


В team of scientists at St. Mary's Hospital, London, led by Professor Bob Williamson, . 
have claimed that victims of cystic fibrosis are descended from an ancestor 10,000 years 
old who bequeathed them the same defective gene. Human cells usually contain DNA 
about 2 m in length on which the blueprint of life is written in a code some 3000 million 
letters long. The researchers have discovered that a section just 10,000 letters long is 
faulty in cystic fibrosis sufferers and is. responsible for the disease. Hopefully this will 
lead to a breakthrough in methods of treating this fatal and distressing illness. 


(SRMJ Vol. 72 15 August 1987) 
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EXPOSURE 


Rabies Immunoglobulin (Human) 


* Immediate and Sustained Protectior 
* Assured Potency — 300 i.u./ampoule 


* Simultaneous Administration of Vaccine possible 
— No Immunosuppression 


* No risk of Adverse Reactions 


* Tested for absence of Hepatitis-B Antigen and 
AIDS Antibodies 


* Economical 


Electronmicrograph 
of Rabies Virion 


—breakthrough 


Manufactured in India by 


Registered Office: 212/2 Hadapsar, Pune 411 028 


E INSTITUTE OF INDIA (P) LTD. 


A19 


Enquiries: 501 Dalamal Tower, 211 Nariman Point, Bombay 400 021. 
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TABLETS 


THE ULTIMATE COMBINATION 
FROM BOTH WORLDS 


INDICATIONS : 
Viral hepatitis. 
Toxic hepatitis including 


) drug induced hepatitis апа 
»- alcoholic hepatitis. 
Loss of appetite. 
Indigestion. 


Chronic cholecystitis. 
Cholelithiasis (Gall stones). 


DOSAGE: . 
1 to 2 tablets, 2 to 3 times a day. 


PRESENTATION : 


Container of 60 sugar coated 
tablets. 


PROTECTS THE LIVER 
60 Coated Tablets 








The drug of choice for rapid recovery 
from viral hepatitis,inflammatory and 
toxic disorders of the liver. 


Contains time honoured Ayurvedic 
ingredients fortified with BOLDO and 
HATHICHOKE introduced for the first 
time in India. | 


BOLDO contains 
Boldine which has 
choleretic and 
antispasmodic actions. It 
stimulates appetite, and 
promotes digestion. 


HATHICHOKE 

contains Cynarine 

and is a French 
Pharmacopoeial drug. 
Besides choleretic action, 
it stimulates the 
detoxicating functions of 
the liver and produces a 

. favourable influence on the 
regeneration of the 

liver cells. 


Scientific documentary details 
available on request from : 4 
FRANCO-INDIAN 

® PHARMACEUTICALS PVT. LTD. 
20, Dr. E. Moses Road, Bombay 400 011. 


OMARTS 
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in ringworm 


ti | 
|р enim solution 


continues to give 


EXPRESS RELIEF 


© 10 times as powerful as 
clotrimazole ang coron 


@ аас бо, dv power 


EXCELLENT CURE RATE 


1. Alban J: Am J Dis Child, 110:624-627 1965 
2. Block P and Gelb JB: Podiat Quart Spring, pp 18-19 1966 
** Reference on request 


tinaderim solution 


(tolnaftate 1%) 


for EXPRESS RELIEF 


for additional informaiion contact: 
FULFORD (INDIA) LIMITED 
(on offiliate of Schering Corporation, USA) 
- Oxford House, Apollo Bunder 
Bombay 490039 * trademark 
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Hereditary sensory neuropathy 
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Jayakar Thomas, Krishnamurthy P., Jayakumar, S. Rajagopalan V., 
Muruganantham V., Muthuswami, T.C. 


Sensory neuropathies are either acquired 
or hereditary. The acquired neuropathy is 
usually obvious to the adult patient, while 
the genetic type may be manifested at birth or 
sometimes they develop in childhood or later. 
Hereditary sensory neuropathy (H.S.N.) is 
a genetic disorder wherein the basic process 
is a neuronopathy with selective involvement 
of dorsal root ganglion, leading on to loss of 
pain sensation. This results in mutilating 
acropathy due to repeated trauma, even of 
trivial nature'?. It occurs during the first 
to third decade of life. Two types have been 
recognised. 


H.S.N. Type I - dominantly inherited and 
associated with sensorineural deafness. 


H.S.N. Type II - recessively inherited 
and with no associated deafness. 


Case Report: 


A ten year old girl was seen for painless 
ulcers over the hand and feet, of 7 years dura- 
tion. Born of consanguinous marriage, she 
is the first of two siblings, the other being 
normal. There was no history of similar lesions 
in other members of the family. 


Examination revealed multiple punched 
out and mutilating ulcers of the figures, toes 
and soles (see figure). Anaesthesia was present 
over the extremities, below the elbows and 
knees. The was no peripheral nerve thick- 


Dr. Javakar Thomas S., M.D..D.D.. 
Dr. Krishnamurthy P., M.D..D.D.. 
Dr. Jayakumar V., M.D..D.D.. 

Dr. Rajagopalan V.. M.Q.D.D.. 
Dr. Muruganatham V. м.р..р.р.. 
Dr. Muthuswami T.C.. M. D..D.D.. 


Department of Dermatology and Leprosy, 
Govt. General Hospital. 
Madras - 600 003. 
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. 5-Diastematomyelia. 


ening, no motor deficit, no hearing defect 


апа no autonomic disturbances. Silt skint 


smear for acid fast bacillus from various sites 
was negative. 


Shows ulceration of fingers with mutilation | 
of hands. 


A diagnosis of hereditary sensory neuro- 
pathy - type II was made. | 


The patient was treated with local cleaning 
and topical antibiotic dressing. Advice was 
given essentially in the prevention of trauma 
to the hands and feet by soft padding of these 
areas. | 


Discussion: 


This case is being reported for its rarity 
and for its close resemblance to Hansen’s 
disease from which it has to be differentiated. 
The clinical differential diagnosis for muti- 
lating acropathy аге?: 


1 -Hansen’s disease. 
2 -Diabetes mellitus. 


-Morvan’s syndrome. 

-Bureau Barrier 
‘syndrome. 

. -Congenital indiffe- 

rence to pain. 

-Lesch Nyhan 
syndrome. 

-Hereditary sensory 
and autonomic neu- 
ropathy (HSAN 
Type I, H, HI, IV, V) 


3-Syringomyelia. 


4-Tabes dorsalis. 
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6-Neuritic amv- -Hereditarv motor References: 
loidosis sensorv neuropathv b Сое е oe 
. V unciiie : e skin and the nervous svstem : in Text 
(HMSN Type ИР. Book of Dermatology : Ш Ей: Editors Rook. Wilkinson 
and Ebling. Blackwell Scientific Publications. Oxford. 
(1984) p. 2008 - 2009. 


7 -Congenital pain 
asvmbolis 
-Hereditary sensory 
neuropathy (HSN . Domonkos АХ, Arnold HL and Odom RB : Pruritus and 
Type I, II) Neurocutaneous Dermatoses : in Diseases of the skin : УП 
Ed : W.B. Saunders Company. Philadelphia. ( 1980) p. 73. 


3. Bhoopalraj. JM and Thambiah AS : Postgraduate lectures 
in leprosy : The Antiseptic. (1978) p. 645. 


* * * * * * 


Carcinoma of the pancreas has a grim prognosis with more than 90% of patients 
dead within a year of the diagnosis being made. Sex steroid receptors are present in 
these carcinomas, and hormonal treatment is now being investiigated (British Journal of 
Surgery 1987;74-44-9). Some successes have been reported after treatment both with 
tamoxifen and awith luteinising hormone releasing hormone analogues. Oncologists are 
now talking of “debulking operations” (as they do with ovarian carcinoma). At least 
something can now be offered to the patient who asks for treatment while not expecting 
о cure. · 


(B.MJ.Vol. 295 4 July 1987) 


* * * * * * 


Recently, metoclopramide has gained in popularity as a treatment option in managing 
patients with reflux esophagitis. Unpublished reports from the Food and Drug Administ- 
ration have confirmed the increasing number of prescriptions which are being written 
annually. Metoclopramide’s pharmacologic properties of accelerating gastric emptying and 
increasing lower esophageal sphincter pressure would appear to correct the underlying 
defect in reflux esophagitis. Documented side effects of this drug are restlessness, fatique, 
agitation, depression, and extrapyramidal symptoms which are more commonly seen in the 
elderly and the very young. 


(Military Medicine, Vol. 152 November 1987) 
* * * * * * 


Challenging the conventional belief that excessive stomach acid causes ulcers, Dr. Barry 
Marshall, of Royal Perth Hospital in Australia, has proposed that most stomach ulcers 
result from infection with the spiral-shaped bacterium Campylobacter pyloridis. According 
to Marshall's studies, C pyloridis produces heightened sensitivity of the stomach and upper 
intestiens to even normal levels of acid. He estimates that the organism is responsible 
for approximately 70% of stomach ulcers and 90-95% of duodenal ulcers. 


If this theory proves accurate, new modes of treatment could be instituted. Marshall 
has shown that patients with ulcers who are treated with a combination of antibiotics 
and bismuth to control the infection are less likely to experience relapses. Critics of this 
theory explain the infection as a by product, rather than a cause, of ulcers. 


(New York State Journal of Medicine Vol. 87 Sept. 1987) 
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First Aid Sprays 


lor muscular and joint pains, backaches 


тор: Pain Spray 


— Contains Methyl Salicylate ( used as an analgesic) and 
Methy! Nicotinate (used as a rubefacient) both are 
absorbed through the skin. 


— Methyl Nicotinate causes blood to rush to the affected 
area. This warms the area and also enhances absorption 
of Salicylate to give immediate relief. 

No more rubbing ointment. No more massaging. 


Summary of Prescribing Information 


Formulation: Methyl salicylate I.P. 5?«— Methyl nicotinate В.Р. 1% w/w 


Indications: Sprains. muscle aches. sore joints, backaches, minor arthritis. 
fibrositis. lumbago and sciatica. 


Directions: Adults and children: Hold the spray about 10-15 cms from 
the area to be treated: press the valve to allow the spray 
to cover the desired area 


In case of cuts, wounds, abrasions and 
minor burns 


IODEX:' Antiseptic Spray 


— Contains a broad spectrum antibacterial 
drug — Povidone lodine. 


— Requires no further dressing. One application 
disinfects and dresses the wound -- forms 
a protective covering over wound, which allows 
skin to breathe. 


Summary of Prescribing Information 
Formulation: Povidone lodine U:S,P. 5% w/w. 


Indications: For the treatment or prevention of infections, and to 
aid healing in ulcers, burns, minor injuries and incisions. 


Directions: Adults & children: Hold the spray about 5-10 cms from 
affected area and spray with a quick burst to cover 
the desired area. 
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Dyrade-M DS 


(Diloxanide Furoate 500 mg +Metronidazole 400 mg) 


• full therapeutic dose in PRESENTATION 
one tablet . Strips of 15 film-coated tablets 


3 Т ALSO AVAILABLE 
e one tablet t.i.d. DYRADE-M Suspension 


convenience (Dildxanide Furoate 125mg + 
Metronidazole 100 mg per 5 ml) 


e fulltreatment course with in bottles of 50 mi 
a single strip 


Dyrade-| 


the full-dose, жс 
full-course amoebicide Cipla о, оо 
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More rapid & complete absorption 
— 300% greater absorption 
— 100% higher liver storage 


AQUASOL-A 
A Better Way To Vitamin- 


U.S. VITAMIN (INDIA) LIMITED 


Poonam Chambers, Dr. A. B. Road, Worli, Bombay 400 018 
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A solitary neurilem 


Kasturi M., Sivaraj M. 


mom 


CESS CODING IGA PSU 
DINE. | 2% 
2,305 
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Introduction 


Benign tumours of nerve sheath origin are so rare that each case 
is of great interest. Among these, a solitary neurilemmoma is exceed- 


ingly rare. 


Here is the report of a rare case of ‘Neurilemmoma’ of the neck 


in a twenty one year old male. 
Case report 


A twenty one year old male was admitted 
for a small swelling in the right side of the neck. 
His only complaint was this mass, present for 
six months and slowly growing. There was no 
history suggestive of tuberculosis or any 
malignancy. 


General systemic examination revealed 


no abnormal physical signs. A globular mass 


was present at the right side of the neck, at the 

devel of junction of upper 1/3 and middle 1/3 
of the posterior border of the sternomastoid. 
Its dimensions were 2 cms X 2 cms and the 
overlying skin was normal and there was 
restriction of the vertical movement. The mass 
was firm in consistency. Routine blood and 
urine examinations were normal. 


On the basis of the age and the clinical 
features, a provisional diagnosis of tuberculous 
cervical lymph node was made. Operating 
under general anaesthesia, the mass was 
exposed and was found to be sitting close to the 
carotid artery. Careful exploration revealed 
the origin of the mass from the vagus nerve. 
Finger dissection was made to remove it in one 
piece. The post-operative period was un- 
eventful. 


On gross appearance it was globular of 
about 4 cms X 3 cms in size. It was soft. The 


Dr. Kasturi M., B.Sc.. M.B.B.S., 
Dr. Sivaraj M., M.S.. 
(Vedanayagam Hospital, R.S. Puram, Coimbatore). 


Specially contributed to “The Antiseptic” 
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cut surface was whitish and revealed a capsule 
for the mass. 


Histopathological examination, showed 
a structure of completely encapsulated nodular 
tumour composed of Schwann cell proliferation 
with verocay bodies and regimented nuclei 
and there was no evidence of degenerative 
changes of malignancy. (Ғір.1) 


Photomicrograph showing tumour cells 
arranged in a regimented pattern. 
X 120. H & E. Stain. 


Discussion 


The Neurilemmoma, also referred to as 
Schwannoma and perineural fibroblastoma is 
an encapsulated nerve sheath tumour consisting 
of two components, a highly ordered cellular 
component (Antoni ‘A’ area) and a loose, 
myxoid component (Antoni B area). The 
encapsulation and the presence of the two 
components differentiate it from the neuro- 
fibroma. 


Schwannomas, neoplasms arising from the 
Schawann cells of peripheral nerves comprise 


8% of all intracranial neoplasms. They usually 
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arise from the vestibular portion of the 8th 
nerve in the region of internal acoustic meatus. 
They may arise from any of the cranial nerves, 
/having а Schwanns sheath the nerves of origin 
in decreasing order of frequency are the 9th, 
7th, 11th, 5th, and 4th. 


Schwannoma or  neurilemmoma is 
usualiy a solitary, encapsulated benign tumour 
produced by proliferating Schwann cells or 


Schwann cells arranged in twisted cords, the 
stroma being reticular. The second type is 
composed of Schwann cells arranged at random 
in a mucinous reticular stroma. 


Conclusion 


This case is reported here because of its 
rarity. 


References 


neurilemmal cells. They are soft and whitish 
in appearence. When the nerve is small, the 
tumour sorrounds the nerve. In large nerves, 
the tumour is usually located eccentrically, 
and it may be possible to remove the tumour 
without damaging the nerve. 


David С, Sabiston, Jr. M.D.. Text Book of surgery - Tenth 
edition. РР. 1396. 


W.A.D. Anderson, & John. M. Kissane. M.D.. Pathology. 
Volume 2 - Seventh edition. PP 2133, 


Franz.M. Enzinger.M.D.. Sharon W. Weiss. M.D.. Soft 
Tissue Tumours - | edition. PP 586. 


The tumours consist of two types of tissue. 
One is composed of proliferating masses of 


* * * * * * 


On World Health Organisation criteria blood pressure is considered to be increased 
when the systolic pressure is over 160 mm Hg and the diastolic pressure over 95 mm Hg. 
These levels may mark the point at which medical treatment for high blood pressure 
should be called for in the elderly. 


(B.M.J. Vol 296 26 March 1988) 


* 


What is the "state of the art” management for a patient who has made an uneventful 
recovery from a myocardial infarction? In particular, is there any justification for monitoring 
such a patient's electrocardiogram for as long as 24 hours in the convalescent period? 
Fortunately, not (American Heart Journal 1988; 115: 83-91): monitoring for one hour gives 
as much useful information as for 24 hours in the detection of ventricular arrhythmias. 


(B.M.J. Vol. 296 19 March 1988) 


* * * * * * 


Will AIDS become less lethal within a few generations? The American pathologist 
Thomas Smith first proposed that in the long milder forms of a disease tend ta displace 
more virulent ones. This seemed to be the case with syphilis, which often killed quickly 
when first introduced to Europe but later became a chronic disease, and a change in 
virulence (Scientific American February 1988, рр74-9) is nou thought to be the most 
likely couse for the gradual disoppeoronce of plague from €urope. 


(B.M.J. Vol. 296 19 March 1988) 
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The more-than-adequate solution for the 
less-than-adequate diet 


Spansule^ Capsules 


eprovide iron and essential vitamins B & C 
econvenient e well tolerated 


SUMMARY OF PRESCRIBING INFORMATION 
FORMULA; Each ‘Fesovit’ ‘Spansule’ Capsule contains: Dried Ferrous Sulphate І.Р. (in timed-release form) 150mg, 
Ascorbic Acid I.P. 50mg, Riboflavine ІР. 2mg, Thiamine Mononitrate I.P. 2mg, Nicotinamide І.Р. 15mg, Pyridoxine 
Hydrochloride I.P. mg, Pantothenic Acid 2.5mg (present as Calcium Pantothenate U.S.P.) (Appropriate overages 
included for the vitamins). Vitamins for prophylactic use. INDICATIONS: For the prevention and treatment of iron-deficiency 
anaemia, as a nutritional supplement, and during pregnancy, convalescence, adolescence and old age. DOSAGE: Adults 
and children (above 1 year): One 'Fesovit Spansule' Capsule a day. SIDE EFFECTS: Nausea and other alimentary 
symptoms due to the administration of iron are unlikely to occur with 'Fesovit Spansule' Capsules. 


Further information is available on request Р.В. No. 2, Bangalore 560 049 
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HEARTBURN FLATULENCE - 
PAIN NAUSEA 









COMPOSITION. 

Each tablet contains: 
Metoclopramide 5mg 
Simethicone U.S.P. 125 mg 
INDICATIONS 


— flatulent-dy spep sia, gastric fullness, meteorism 
— gastritis and duodenitis 

—hiatus hernia, gastro-oesophageal reflux 
DOSAGE 

2 chewable tablets 15 minutes before each main meal or betore 
the usual time when the symptoms appear or as directed by 
the physician. 


PRESENTATION Strip of 10 tablets. ч 
қ For indications, dosage, contra-indications, adverse / n f erate 


reactions, interactions, overdosage, warnings and 


precautions : Refer. Package-insert 38, Chowringhee Road Calcutta-700 071 
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Congenital hemiat ophy - a case report 


Subash S., Vimala S., Yashoda T., Raja Gopalan R.S. 


Introduction 


Facial hemiatrophy also known as Parry Romberg syndrome is a 
rare clinical disorder. The hemiatrophy may very rarely involve the 
limbs on the same side. In this article a case of Congenital Hemiatrophy 
involving the face and limbs as seen in a patient with Cirrhosis of the 
liver with portal hypertension is presented for its rarity along with com- 
plete investigations and short review of the literature. 


Case Report: Height: 61”, Span: 62”, head circumference 
) 21” limb girth at different levels аге shown 

Mr. M. aged 35 years, a tailor, was admit- іп the table below:- 

ted in the Medical Ward. Govt. Royapettah 

Hospital, Madras - 14 for dyspepsia, distension | | 

of abdomen and scrotal swelling of 5 months Level Right Left Girth | 

duration. There was no history of renal or | difference | 

cardiac symptoms. Patient was a chronic 

alcoholic and smoker. He never had jaundice 

and no history of haematemesis or malaena. 

General examination revealed a thin built, 

anaemic individual with signs of avitaminosis 

and right sided hydrocele. The most striking | 

feature in the general examination was the (Measurements were done from identical 

gross assymmetry of his entire left half of points on both sides) 

the body (fig. 1,2,3,). The left half of the face 

was thinned out and both the left upper and 

lower limbs were thinner in size compared to 

the right upper and lower limbs. Measure- 

ments were as follows:- | 


UpperArm 6.8” 35.3" 0.5" 
Fore Arm 6.6" 5:97. 0,7” 
Thigh 11:5” 10.5” 1.0” 
Leg 98 ^ рд" 2.4" 


Vital Signs:- Pulse 82/min, regular, good 
volume BP: 120/76 mm. Hg. respiratory rate: 
16/min, regular. 


Subash S., MD. MAMS. (MED).. 

Asst. Physician and Asst. Prof. of Medicine. 
Vimala S., M.B.B.S., 

House Surgeon. 

Yashoda T., M.B.B.S., 

House Surgeon. 

Raja Gopalan R.S., MD., DTM., 

Physician and Prof. of Medicine. 


Department of Medicine, 
Govt. Royapettah Hospital, 
Madras - 600 014. 
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Abdomen:- Distended, divarication of recti 
present, dilated veins with normal blood 
flow present, skin stretched, umblical hernia+ 
spleen enlarged 7" below costal margin, liver 
enlarged 2" below costal margin, free fluid 
present. 
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CVs: 51 S2 


R.S : Air entry equal both sides. no adven- 
titious sounds. 


СМ : Higher functions normal, cranial nerves 


normal. No Horners svndrome. Spinal 
motor svstem normal except for wasting 
of Left Half of the bodv./No neuro- 
logical defecit made out. 


A provisional diagnosis of- congenital 
Hemiatrophy in a patient with cirrhosis of liver 
with portal hvpertension and ascites was made 
and taken up for detailed investigations which 
included interrogation of the patient's mother 
who confirmed that the thinning of the left 
half of the bodv from face down words was 
first noticed when the patient was a 9 months 
old baby, but there was no history of trauma 
or repeated infections or convulsions or any 
neurological symptoms. The patient had 
normal milestones and development except 
for the smallness of the left half of the body 
which did not have any adverse effects on 
the patient. 


Investigations: Hb. 55%, Bleeding Time 1 
min. 30 sec. CT. 5-min. 40 sec. Blood Counts: 
Normal, Sugar: 84 mgs% Urea: 24 mgs% 
SGOT: 84 units, SGPT 68 Units, Alk Phos- 
phatase 9.6 K.A. Units, Sodium 139 MEQ/ 
Lit. Potassium: 4.1 SMEQ/Lit. Chloride: 
102 MEQ/Lit. Total Proteins: 6.2 gms. Albu- 
min 2.8 gms, Globumin 3.4 gms, bilirubin 
0.9 тот, I.Index: 5 units, Thymol Tur- 
bidity: 4 units. 

Ascitic Fluid: Clear, Ascitic fluid protein: 
1.9 gms, Sp. gravity 1018. 


Barium Swallow: Oesophageal Varices+ 


Upper Gastro-intestinal Endoscopy: Oeso- 
phageal varices-grade iv, gastric varices+, 
gastric adenoma | cm. in size present 5 cms. 
below oesophago gastric Junction. 


X-ray chest: Clear 


C.S.F. Analysis: Normal. 


Radiological Survey of Skeletal System: Long 
bones of left upper and lower limbs showed 
marked thinning of the cortex and medulla. 
These changes were more marked in the left 
radius, ulna, left tibia and fibula. 





.У.Р: Right kidney 10.2 cms x 5.3 cms, left 
kidney: 10 cms х 4.8 cms. Both kidneys 
function normal. There was minimal distortion 
of left calvceal system. 


Pneumoencephalogram: There was dilatation 
of the left lateral ventricle and rounding of the 
contour of the postero-superior margin of 
the body of the lateral ventricle (as in A.P. 
view). There was marked dilatation of the 
sulci which were filled with air indicating 
cerebral Atrophy on the Left side. 


Electroencephalogram: Normal. 
Computerised Transaxial Tomogram: Showed 
atrophy with widening of cortical sulci on 
both sides. left more than right. 


Gastrocnemius Muscle Biophv: Left gastro- 
cnemius muscle showed atrophied muscle 
bundles with fat replacement. Right gastro- 
cnemius muscle histo pathology was normal. 


Discussion: 


Hemiatrophy is a trophic disorder of un- 
certain actiology characterised by wasting 
of some of all the tissues of one side usually 
involving the face and sometimes extending 
bevond these limits (Brain 1969). When it 
is confined only to one side of the face. it is 
called as Parry-Romberg syndrome. Romberg 
in 1546 described facial hemiatrophy and 
mentioned about the involvement of all the 
Ussues of the face - the skin. the subcutaneous 
lat. connective tissue. muscles. cartilage and 
bone. Variants of this tvpe of facial hemia- 
trophy have been mentioned and includes 
atrophy of the breast on the same side. Some 
authors would accept that cases of Progressive 
Hemiatrophy of the whole body are closely 
related. (Brain 1969). 


Ihe case presented is interesting іп many 
wavs. The facial Hemtatrophy was noticed 
When the patient was 9 months old. probably 
Suggesting a congenital aetiology. In addition 
to facial nemiatrophy. atrophy of the ipsila- 
teral upper and lower limbs were also noted 
in the patient. This appendicular Hemiatrophy 
has involved the soft tissues. long bones and 
muscles without producing any Neurological 
ог Loconietor disturbances. The atrophic 
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changes involving the muscle was confirmed 
in the histopathological studies of the gastro- 
cnemius muscles. The X-rays of the long 
bones confirmed the involvement resulting 
in thinning on the left side compared to the 
long bones on the right side. Mild ipsilateral 
cerebral Hemispherical atrophy was shown 
in Pneumo Encephalographv апа C.A.T. 
Scan. Similar atrophic changes have not 
been frequently reported. Brain (1969) has 
mentioned the following findings:- Vasodi- 
latation of the ipsilateral hemisphere and 
round cell infiltration of the cervical sympa- 
thetic on the affected side. However there 
was no clinical evidence of the involvement 
of the cervical sympathetic svstem in our 
case. Cirrhosis liver and Portal Hypertension 
were unrelated to the Hemiatrophy. 


The exact cause of this Hemiatrophy is 
not known. It may be congenital. Facial 
Hemiatrophy has been associated with lipody- 
strophy. scleroderma and epilepsy. It may 
progress slowly and tt may cease abruptly at 
anv age (Robert Durham 1965). The case 
presented did not belong to the progressive 
type and It was not associated with epilepsy. 


The mild ipsilateral cerebral atrophy 
should be differentiated from "Cerebral 
Hemiatrophy or "Progressive lobar sclerosis 
of Schob (Edward Arnold 1967). This is asso- 
ciated with normal birth the normal neonatal 
development. The triggering factor is epilepsy 
in сапу life which progresses to produce 
persistant’ weakness. ultimately ending in 
mental retardation, hemiplegia quardriplegia 
and recurrent epilepsy (Richard L. Friede 
1975). However the case presented does not 
belong to this type of cerebral Hemiatrophy. 


The case presented did not receive апу 
specific treatment. for the hemiatrophy as 
It Was asymptomatic. Occasionally such case 
тау require treatment for neuralgic symptoms. 
The incidental and associated cirrhosis. of 
the liver with portal hypertension was con- 
servatively managed. 


Conclusion: 


A ven rare ease of facial hemiatrophy 
with atrophy of ipsilateral upper and lower 


HH ANTISEPTIC e AUGUST [98S 





limb atrophy is presented. The presence of — References: 
cirrhosis liver was coincidental. 

|. Brain - Diseases of the Nervous system. РР 616-019. 7th 
Acknowledgement : Edition. 1969, Oxford University Press 1969. 


The authors thank the staff of the Radio- . Edward Arnold - Greentield’s Neuropathology. РР HH- 
405. 11 Edition. 1967. Publishe 
logv Department and Neurologv Department os s Li жа de 
for the assistance rendered. 


S Richard L. Friede - Developemental Neuropathology. 

РР 93-99, Published by Springer-Verlag. Wein. New York. 
The authors also thank the Superintendent, 1975. 

Government Rovapettah Hospital. Madras-14 

and the Director of Medical Education for . Rober H. Durham - Enevelopedia of Medical Syndromes. 

granting permission to publish this case. РР 490-491. Sth Printing. 1965. Harper + Row Publishers. 


GROUND LINSEED IS USED AS A LAXATIVE. IS IT SAFE AND HOW DOES IT ACT? 


Linseed oil is used as a purgative in horses and cattle, and linseed itself has been used 
as a laxative in man in a dose of one or two 5 ml. spoonfuls. The seeds are thought to act 
mainly as a bulk laxative but the fact that linseed oil itself has a laxative effect suggests 
an additional mechanism. | can find no evidence that the oil has a stimulant effect on the 
bowel so perhaps it acts merely as a lubricant and faecal softener. Linseed does not 
seem to have any adverse effects when used medicinally-linda Beeley, consultant clinical 
pharmacologist, Birmingham. 


(8.М.) Vol. 296, 12 March 1988) 


* * 


‘ad Unstable Angina Pectoris 

This condition, defined as angina not related to mental or physical strain, is considered 

a very serious premonitory sign of impending cardiac catastrophe. Also known as “rest 

angina” it was believed to be due to vasospasm, progressive narrowing, or sudden in- 

creases in myocardial oxygen demand. It now appears to be due to platelet aggregation 

and coronary thrombosis. The inevitable conclusion is that therapy of unstable angina 
should be directed towards antiplatelet, anticoagulant, and antithrombus therapy. 


(Michigan Postgraduate Review Vol. 4, No. 2 April-June 1987) 


* * * * * * 

Recently, a jogger was proceeding along a suburban road in Rondebosch when he 
saw an almost new tennis ball. He picked it up and popped it into one of the pockets 
in his shorts. Shortly afterwards he found a second one and popped it into the other 
pocket. А little further on he ran into an old girld-friend, who stared with horror at his lower 
torso. ‘It's all right,’ he said, “It's only tennis balls." “Оһ dear,’ she replied, ‘It must be 
terribly painful. | had tennis elbow last month. ! 


(SAM Vol. 73, 93 Jan 1988) 


THE ANTISEPTIC e AUGUST 1988 








A New Antipyretic/Analgesic 
for the first time in India © 


MetoPar TABLETS 


Paracetamol 500 mg & 
Metoclopramide 5 mg 
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Paracetamol 

with absorption Each 5 ml contains: | 

promoted by Paracetamol |.P...... 125 mg 

Metocl id Metoclopramide 
ociopramiae | Hydrochloride B.P...0.5 mg 


Dosage: Every 4-6 hours 


METOP Infants: Under 1 year : 

\ 1 teaspoonful (5 ml) 
AR SYRUP Children: Upto 10 years: 
QL LLL tro 


1 to 2 teaspoonsful (5 to 10 m 


For further details please write to tum di “7% CFL Pharmaceuticals Pvt. Ltd. 


Regent Chambers, 4th floor, 
. Nariman Point, Bombay 400 021. 
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FACTS WHICH DOCTORS MAY KNOW ABOUT 
RADIATION STERILIZATION 


“What is 
gamma 


radiation” 


As users of sterile disposable 
medical products, you are aware 
of the advantages of the use of 
radiation sterilized products in 
reducing infection rate in surgical 
practice. Following is some 
pertinent information about 
gamma radiation and its use as a 
sterilizing agent 

1. Source: 

Cobalt-60 radioisotope with a 
half life of 5.26 years. produced 
in nuclear reactors 

2. Gamma radiation: 

Type — electromagnetic 
Energy — 1.17 & 1.33 million 
electron volts ( MeV) 

3 Penetration: 

Due to unhindered permeability 
of gamma radiation through 
medical products. sterilization 
can be carried out in finally 
packaged form 

4. Mode of anti-microbial 
action: 

Gamma radiation deposits 


For further details, 
please contact: 


energy directly into the cells 
disrupting the reproduction 
process and thus kills the 
microbial cell 


5 Sterilization dose: 

25 kilogray (or 2.5 megarad) 
6 Temperature: 

Process works at room 


temperature and does not cause 


rise in temperature in the 
product 

7 Residual toxicity: 

Products sterilized by gamma 
radiation are rarely toxic 

and do not become 

radioachve The energy of 
cobalt-60 gamma radiation is far 
less than 8 MeV. normally 
required for inducing 
radioactivity in common 
elements 

At ISOMED, radiation energy 
abundantly available from 
cobalt-60 sources has been 
harnessed for improving the 
quality of medical care. 


Marketing Officer, 150 me 


Bhabha Atomic Research Centre, Trombay, Bombay - 400 085. 
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Products currently being 
sterilized by gamma radiation: 
Plastic disposable sets (e.g.. fluid 
administration sets. blood donor 
sets. blood transfusion sets. scalp 
vein sets. catheters). paraffin 
gauze. surgical dressings, scalpel 
blades. gloves. sutures, 


absorbable gclatin sponge. ready- 


for-use surgical kits. ophthalmic 
ointments (of atropine sulphate. 
chloramphenicol. gentamycin 
sulphate. tetracyclin 
hydrochloride). etc 


Ready-for-use disposable 
products, promoted by us: 
Polyethylene Drapes, Mayo 
Trolley Covers. Vasectomy Kits. 
Minor Surgery Kits 


When you need the above 
listed sterile medical products, 
insist on radiation sterilized 
products. 
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FACTS WHICH YOU MAY KNOW ABOUT 
RADIATION STERILIZATION 


_ “Comparison 
of the sterilization 
processes” 


As users of sterile disposable 
medical products. you are aware 
of the advantages of the use of 
radiation sterilized products in 
reducing infection rate in surgical 
practice. As you know a majority 
of disposable products cannot be 
sterilized by moist heat. but can 
be sterilized by ethylene oxide or 
gamma radiation Autoclaving and 
ethylene oxide processes require 
a number of parameters to be 
simultaneously controlled 
Radiation requires only one 

- parameter to be controlled. This 
makes it 4nvanably better suited 
for industrial use. Authontative 
sources confirm that radiation 
sterilization is the best method 
for many disposable medical 
products 


The adjecent table lists some of 
the factors which influence the 
sterilization processes 


Compared with other 
sterilization processes, gamma 
irradiation needs control of 
only one parameter, thus 
making it less prone to 
operational errors. 


For further details, 
please contact: 
Marketing Officer, 


Factor 


Limited 


Degree of 
penetration 
Temperature 
Time 


; 
after sterilization 


Residual toxicity Nil 


BE 


Sterilization by 


Ethylene | Gamma 
Oxide Radiation 


Limited 
X o o Ms 
enr eg 


N 


NN 


X 


МХ 


Yes * Rare 


* — Ethylene oxide and its reaction product ethylene chlorohydnn 


are base pair mutagens 
Does not affect the process 


Products currently being 
sterilized by gamma radiation: 
Plastic disposables (е д . fluid 
administration sets. blood donor 
sets. blood transfusion sets. scalp 
vein sets. catheters). paraffin 
gauze. surgical dressings. scalpel 
blades. gloves. sutures. 


absorbable gelatin sponge. ready- 


for-use surgical kits, ophthalmic 
ointments (of atropine sulphate. 
chloramphenicol. gentamycin 


(50 Лё 


L- ; Affects the process Ж 


sulphate. tetracyclin 
hydrochloride), etc. 


Ready-for-use disposable 
products, promoted by us: 
Polyethylene Drapes. Mavo 
Trolley Covers. Vasectomy Kits. 
Minor Surgery Kits 

When you need the above 
listed sterile medical products, 
insist on radiation sterilized 
products. 





Bhabha Atomic Research Centre, Trombay, Bombay - 400 085. 
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Short course chemotherapy for leprosy 


Amiya C Tripathy 


The progress of chemotherapy in Leprosy 
may be divided into three eras: 


1. Era of hydnocarpus oil and its preparations» 
till 1940. | 

. Era of sulfone group of drugs and other. 
chemotherapeutic agents used as mono- 
therapy. 


3. Era of multidrug therapy’. 


Distadvantages of Hydnocarpus oil: This 
proved to be ineffective. 


Disadvantages of mono drug therapy: Single 
drug therapy alone with Dapsone had lead 
to Dapsone resistance on experimental 
animal! and on clinical trials 72, Secondary 
resistance was also reported with Rifampicin* 
and clofazimine?. Persistence of Lepra 
- bacillus was noted after several years of treat- 
ment with dapsone 3,6. 


Multi drug therapy: 


Due to emergence of drug resistance, WHO 
study group has recommended multi drug 
regimen for both multibacillary and pauci- 
bacillary cases? 


Drug treatment: 


Leprosy cases are divided into two groups 


1. Multibacillary cases — include LL 
BL and BB groups. 


2. Paucibacillary cases — Indetermi- 
nate and tubercluoid leprosy (BT 
RJ classification). 


For easy application of this regimen for 
field workers, they have decided to group all 


DR.Amiya C Tripathy, M.D., 
ConSultant Physician, 

Base Hospital, CRPF 

New Delhi-110 072. 


Specially contributed to "The. Antiseptic" 
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skin smear positive patients as multibacillary 
and smear negative patients as paucibacillary. 


Chemotherapy for multibacillary leprosy: 
The following drug regimen is advised": 
600 mg OD for 3 weeks 


100 mg OD for 3 weeks 
50mg OD for 3 weeks 


1. Rifampicin 
2. Dapsone 
3. Clofazimine 


After 3 weeks upto 2 years from the beginn- 
ing of the above regimen the following group is 
administered- 

1. Rifampicin 600mg. onceinamonth 

2. Clofazimine 300 тр. oncein a month 


3. Dapsone 100 mg. once in a day 
If skin discolouration due to clofazimine 

is not acceptable, ethionamide 250 mg. to 

375 mg. once daily may be given. In dapsone 

resistance cases a new drug Diuciphon is being 

administered. 

Chemotherapy for paucibacillary leprosy 

1. Rifampicin 600 mg. once in a day for 

3 weeks 

2. Dapsone 100 mg. once ina day for 

3 weeks • 


After 3 weeks - Rifampicin 600 mg. once in 
a month and Dapsons 100 mg. once daily up 
to 6 months. 


In India concomittant occurence of leprosy 
and tuberculosis is seen up to 7.7576 of leprosy 
cases. In that case, there is possibility of 
development of rifampicin resistance. If both 
the diseases occur simultaneously chemo- 
therapy for active tuberculosis is also given. 
For both tuberculosis and leprosy the follow- 
ing regimen is found to be useful- 


1. INH 300 mg OD 
2. Prothionamide 175 mg. OD 
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3. DDS 50 mg. OD 
4. Isoprodian 2 tabs OD. 


Borstel Regimen 


This regimen was developed in the research 
institute of Borstel’. 


1. Rifampicin 600 mg. OD for 2 months 
2. Isoprodian 2 tabs OD for 2 months 


After 2 months depending on the bacterio- 
logical and clinical status Rifamicin can be 
stopped. Only isoprodian 2 tablets OD is 
continued for further 3 months. This regimen 
is suitable for both multibacillary and pauci- 
bacillary cases. 


Advantages of multidrug therapy” 


. Helps minimising drug resistance 
2. May prevent persisters 


3. Rapidly reduces the number of infective 
cases in a society. 


. Better patient compliance due to short 
duration. 


* * * 


Dis-advantages of multidrug therapy’. 
1. Increase of cost 


2. More drugs-more side effects 


3. Intermittent rifampicin may give rise 
to ‘Flu’ like syndrome. 


Dose of chemotherapy 


Here only adult dose has been mentioned. 
However it should be adjusted according to 
the situation. 
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Do elderly people on o vegetarian diet run the risk of iron deficiency and if so would 
cooking in an iron vessel prevent the deficiency? 


ln principle there is no reason why o vegetarian diet should not provide an adequate 
intake of iron. There is no evidence that iron state in long term vegetarions is impaired. 
The elderly present a special case as they may have some underlying conditions that can 
lead to an imparied state in the absecne of over pathological conditions causing blood 


loss. Probably the most important is a limit 
lower energy expenditure and possibly red 
total intake of iron and the higher intake of 


ed consumption, of total food associated with 
uced appetite-this would lead to reduced 
substances that inhibit iron, absorption, such 


as phytates from high extraction cereals, and vegetable protein sources could reduce 
iron absorption. Conversely, however, the consumption of fruits and vegetables rich inj 
vitamin C and citric acid wil enhance iron absorption. Iron vesels will contaminate the food 
cooked in them and the contamination may be quite substantial. There is also some 
experimental evidence that the availability of this contaminating iron is extremely variable. 
Reliance on contamination from pots and pans, however, as source of iron would be a 
haphzard practice. A more objective approach, if there is clinical or biochemical evidence 
of deoressed iron state, would be to treat the patient for iron deficiency. 


(8.М.) Vol. 995 29 August "87) 
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TABLETS 





A safe and effective 
anti-inflammatory agent for 
the treatment of rheumatic and 
other musculoskeletal disorders 
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Study of high altitude stress оп total and 00 
differential blood counts, plasma iron, 
transferrin and IgE levels of humans 


Chakraborti S., Mukherjee D., Sandip K. Batabyal 


Introduction 


The present popularity of high altitude journeys has attracted much 
attention from the environmental researchers. Trekkers, skiers, military 
personnel, mountaineers and natural resource explorers who visit high 
altitude places are at greatest risk of having high altitude illness. Although 
some reports have been made on the effects of high altitude stress on 
humans!” yet systematic studies on total and differential blood counts. 
plasma iron, transferrin and IgE levels of Indians and in the eastern 
Himalayan range have not been properly appreciated. This prompted 
the authors to undertake the present investigation. 


Material and Methods: 


Fifteen healthy male Indians who lived 
in regions at sea level (Calcutta) were investi- 
gated during an amateur trek to Sandakpu 
(altitude 3658 m) in the Eastern Himalayan 
range. They had no clinical evidence of any 
illness and were free from any metabolic dis- 
orders, hepatic or renal diseases and endocrine 
dysfunctions. Blood samples were collected 
from the subjects at sea level, at a high altitude 
and again after the return of the subjects at 
sea level. Considering the first sampling day 
at sea level (Calcutta) as day zero, the second 
sample was taken at high altitude (Sandakpu) 
on day 8 i.e., on the second day of their stay at 
Sandakpu. After 3 days of their stay at 
Sandakpu, the subjects returned to sea level 
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taking 4 days to descend from high to sea 
level. The third sample was drawn on day 
14 i.e., second day of their return to sea level. 
Average maximum and minimum tempera- 
tures during that time were 26° C and 15° C 
at sea level and 6° C and 0° C, respectively, 
at high altitude. Venous blood samples. 
collected in anticoagulant (EDTA) coated 
centrifuge tubes, were spun at 3000 g for 15 
minutes in a clinical centrifuge. The plasma 
of each blood sample were decanted, capped 
and stored in ice cold condition before the 
proposed investigation. Plasma iron was 
estimated by the method proposed by the 
International Committee for Standardisation 
in Hematology*. Plasma transferrin was 
measured by single radial immunodiffusion 
technique? and IgE was determined by a 
direct radio-immunoassay with protocol and 
radiochemicals supplied by M/s. Indo-Medix, 
Inc., USA. Total and differential blood counts 
were determined as described by Dacie and 
Lewis?. Statistical analysis were, done Бу 
student's ‘t’ test. 


Results and Discussion: 


From the table it is evident that there is a 
significant increase in the total count of RBC 
in blood and enhancement of transferrin and 
IgE in plasma were observed at high altitude in 
comparison with those at sea level (р<0.001). 
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‘Tablel 


Effect of high altitude stress on total and 
differential blood counts of human (mean + SD, n = 15) 


Condition WBC 
(per/uL) 


= RBC 
- (million/uL) 


At sea level 4.2+0.3 6200 + 550 
At high alti- 
tude (3658 m) 


At sea level? 


5.31 0.4* 
4.3 € 0.3 


6350 + 650 
6260 + 570 


A decrease in lymphocytes and an increase 
in eosinophil with no appreciable change in 
WBC in blood of humans were noted at the 
initial days at high altitude (table 1). The 
observed erythroid hyperplasia could be due 
to the result of increased erythropoietin 
activity by high altitude related hypoxia’. 
Exposure of laboratory animals and humans 
to a simulated high altitude results in severe 
polycythemia*. Erythrocytosis developed 
during sojourn at high altitude has also been 
reported in humans’. It was reported that 
blood cortisol levels were elevated with a 
concomitant decrease of T and B lymphocytes 
in the upper atmosphere'?. Lymphocytopenia 
caused by stress is ACTH induced!! and the 
level of ACTH was found to be stimulatory 
at the initial days at high altitude". Our 
earlier observation revealed that cortisol 
levels in the plasma of humans increased 
significantly under altitude stress!?. These 
observations could, at least partly, explain 
our present finding of decreased lymphocyte 
counts under high altitude stress (table 1). 
The effect of glucocorticoids on the formation 
and release of mast cell mediators is crucial 
in the release of histamine from human lung 
tissue under stressed conditions'*. Тһе 
involvement of IgE in histamine release from 
mast cell has already been demonstrated'?. 
In consonance with the elevatory profile of 
eosinophil, we also found an increase in plasma 
IgE level of humans under high altitude 
(table 2). The function of IgE on lung cells 
under high altitude stress needs further explo- 
ration. 
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Neutrophil Lymphocyte Eosinophil Monocyte 


(%) (%) (%) (%) 


62+7 33 +4 4351 2 30.9 


66 + 5 
64 +6 


243" 
30 +4 


HII 
4+1] 


1+ 0.6 
2+ 0.8 


ТаЫе П 


Effect of high altitude stress on plasma iron, 
transferrin and IgE levels of humans 
(mean + SD, n = 15) 


“Condition Iron Transferrin I 


(ug/dl) (mg/dl) (U/ml) 
At sea level 104 + 10 158+16 51+12 
At high altitude 
(3658 m) 
At sea level? 


115 + 13 186+ 14 * 96 + 16* 
110-11 164412 60x11 


“ On return of the subjects at sea level from 
high altitude. 

* P « 0.001, when compared with sea level 
value. 


A mild rise in plasma iron level at high 
altitude was not statistically significant when 


. compared with initial sea level value (table 2). 


Hyperbilirubineuria due to unconjugated 
bilirubin may be pronounced and a greater 
blood destruction than in normal residents 
of high altitude has been documented!9. In 
our series plasma iron was not high enough 
as would have been expected from the total 
increase in haemoglobin metabolism as repre- 
sented by erythrocytosis. This may be due to 
increased plasma iron turnover at hypobaric 
condition. Transferrin which is also an acute 
phase reactant and being a constituent of 
beta globulin participates in the transport 
of iron. In the metabolism of iron transferrin 
directs its transfer to the developing red cells. 
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_ Secondary polycythemia is characterized by - 


erythrocytosis due to an absolute increase 
in the red cell mass:consequent to some under- 
lying condition that stimulates increased 
erythropoietin production as “encountered 
in hypoxic state at high altitude’’. Our earlier 
study indicated an increase in beta globulin 
fraction in plasma of humans under high 
altitude stress!?. Raised beta globulin level 
was probably related to cope with increased 
transferrin level at high altitude as observed 
in our present study. 


On return of the subjects from high to 
the initial sea level condition the altered 
profile of the studied parameters were revert- 
ed to the original base line values indicating 
that the apparent changes were transient 
in nature and could be attributed to high 
altitude related stress factors. 


Summary 


Plasma iron, transferrin, IgE levels along 
with total and differential blood counts of 
15 healthy male Indians were measured at sea 
level (Calcutta), at a high altitude (Sandakpu, 
3658 m) and again after their return to sea 
level. A significant increase in the total count 
of RBC in blood and an enhancement of 
plasma transferrin and IgE were observed 
at high altitude in comparison to sea level 
values. A mild rise in plasma iron level at 
high altitude was not statistically significant 
when compared with initial sea level con- 
dition. A decrease in lymphocytes percentage 
and an increase in eosinophil with no appre- 
ciable change in WBC in blood were found 
at the initial days at high altitude. On return 
of the subjects from high to sea level the 
studied parameters were reverted to the 
original base line values. 
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CADMACH — The one name in 
Pharmaceutical Machinery 


Cadmach, the name that spells international quality in pharmaceutical machinery 
today is a National Leader. The main thrust of the company has always 
been to provide the maximum range under one roof with uncompromising quality. 


Today, Cadmach has a varied range of sophisticated, High precision, 
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Made in India by Pro 
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Hypertensive response to intubation and effect - 
of premedicant drugs Atropine, Glycopyrrolate 
and Pethidine. 


Sharma. D.R., Santoshi I.D., Balbir Chhabra 


Summary 


One hundred and twenty five adult patients undergoing different 
types of Surgery were studied. Hypertensive response during intubations 
was observed in all patients. Altropine and glycopyrrolate do not have 
any effect in controlling hypertensive response rather they augment it. 
However, opioids have definite effect in controlling this response. 


Introduction: 


The usual circulatory responses to laryngeal 

and tracheal stimulation in anaesthetised men 
- are tachycardia and rise in arterial pressure 
(Wycoff, 1955, Prys-Roberts et al; 1971, 
Stoelting, 1977). These changes are due to 
sympatho-adrenal stimulation, with a sudden 
rise in blood pressure (Masson, 1964) rather 
then vasovagal phenomena pointed by Reid 
and Brace, 1940. Sudden rise in blood pressure 
can cause left ventricular failure, myocardial 
ischaemia and cerebral haemorrhage (David- 
son 1968). These complications are more likely 
in presence of coronary and cerebral athero- 
sclerosis. 


The use of.anticholinergic drugs in pre- 
medication remains controversial. Their use 
has been incriminated for producing undesir- 
able side effects i.e. dryness of mouth, slurring 
speech, tachycardia, visual difficulties and 
decreasing the tone of lower oesoph ageal 
sphincter. Opioids have been shown to mini- 
mise the hypertensive response to intubation 
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(PrysRoberts, 1982). Our ajm was to study 
the hypertensive response to the laryngoscopy 
and tracheal intubation and the effect of the 
premedicant drugs on this response. 


Material and methods 


This study was carried out in Indira Gandhi 
Medical College and Hospital, Shimla. One 
hundred and twenty five adult patients be- 
longing to ASA classification grade 1 and I 
undergoing different surgical procedures 
except cardio thoracic surgery, intra-oral 
surgery, were included to the proposed study. 


The patients taking drugs like cardiac 
glycosides, diuretics, beta blockers. MAO 
inhibitors, tricyclic antidepressants, drug | 
addicts and patients suffering from hyper- 
tension, diabetes mellitus and deeply jaun- 
diced were excluded from this study. Pre- 
operative examination was done and the 
planned anaesthetic management was dis- 
cussed with the patients and psychological 
support was given. Preoperative E.C.G, 
was normal in these patients. The Patients 
were divided in five equal groups of twenty 
five each in the manner given below: . 


Groupl. | 
Group III. 


No premedication 

Inj. Pethidine Hcl 1 mg/kg i.m. 
45 minutes before operation and 
inj. Atropine sulphate 0.6 mg. 
I.V. on thë table. — ^. 
Inj. Pethidine Hcl 1 mg/kg 45 
minutes before operation and 
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inj. Glycopyrrolate 0.2 mg. І.У. 
on the table. 

Inj. Atropine sulphate 0.6 mg. 
І.У. on the table. 

Inj. Glycopyrrolate 0.2 mg. I.V. 
on the table. 


GroupIV. 


Group V. 


On the operation table B.P. pulse rate and 
ECG lead 11 were recorded. The patients 
were given drugs on the table depending upon 
the above groups. After waiting two minutes 
pulse, B.P., ECG lead II were recorded. The 
sleeping dose of thiopentone sodium was given 
followed by | mg/kg scoline immediately. ECG 
monitoring using lead П, B.P.and pulse were 
recorded. After full relaxation of jaw, intubat- 
ion was done with correct sized endotracheal 
tube with inflatable cuff. Care however, wás 
taken to avoid hypoxia and hypercarbia during 


induction, during apnoeic period by oxy- 
genating the patient prior to induction, and 
reducing the induction time. 


Observations 
1. Blood Pressure: 


From the above Table 1 it is clear that in- 
Group No. 1 there is highly significant 
rise in MAP after intubation. In Group I 
the rise in MAP is highly significant though 
less than in Group No. I showing thereby 
the effect of pethidine. In Group III there 
was rise in MAP but less than Group I. In 
Group No. II & HI hypertensive response 
was less than in Group I. In Group IV & V 
hypertensive response is well marked than 
Group I. In both the above Groups pethi- 
dine was not used in premedication. 


Table I 


The comparison of mean values of various variables in 
group I and corresponding ‘t’ values. 


ыш——————————————————-——.——— 


Mean pulse 


‘t’ Values ‘t’ Values 


a 


On the table 93.08 + 18.14 
After induction 106.56 + 18.34 


During intubation 116.28 + 20.07 


2.99^ 


4.26 ** 


Table II 


The comparison of mean values of various variables in 
Group II and corresponding ‘t’ values. 


Mean pulse 


‘t Values MAP ‘t’ Values 


On the table 86.24 + 23.82 
2 min. after the drug 118.96 + 26.00 


After induction 114.80 + 22.06 
During intubation 123.48 + 28.41 


90.28 

+ 10.71 

94.08 

+ 13.91 
87.20 + 11.42 
124.24 + 16.16 


4.63 ** 1.08 ns 


6.47 ** 
3.0277 


1.00ns 
8.76 ** 


N.S.: not significant 
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Jae es, 
Table Ш 


The comparison of mean values of various variables in 
Group Ш (+SD) and corresponding ‘t’ values. 


Mean pulse 't Values MAP ‘t Values 

Deu CERE. HERO ALMA ee DEDE OEIL AME M E зе 
On the Table 86.56 + 16.11 94.84 
+ 10.60 
2 min. after the drug 97.00 + 22.88 | 87 ns 96.60 
+ 10.14 
After induction 107.24 + 21.99 3.79** 91.60 
| + 12.28 
During intubation 119.36 + 19.50 48 ** 123.44 
+ 15.18 


ыла Да ы MM a aT IR Oe 


Table IV 


The comparison of mean values of various variables in 
Group IV and corresponding ‘t’ values. 


per a a a 


Mean pulse 't Values MAP 't Values 


ыы NEU NE LER P NUUAM T au MM E AL ML А 


On the Table 78.32 + 16.36 | 91.00 
| + 918 

2 min. after atropine .20--28.07 337°" 97.44 + 10.36 2.337 

After induction 112.84 + 27.71 | IE, 95.04 1.15 ns 
+ 15.02 

During intubation 126.08 + 26.49 7677” 128.76 10.78 ** 
+ 14.92 


al a a crt MEME NUMMUS Tt 


Table V 


The comparison of mean values of various variables in 
Group V and corresponding ‘t’ values. 


ааа а REM Kad M MA 


Mean pulse 't Values MAP “С Values 


BEENDEN nnn A ane 


Onthe Table 84.12 + 17.59 90.68 
+ 10.66 

2 min. after the glycopyrrolate 94.12 + 19.02 |.93ns — 94.44 1.17 ns 
+ 12.04 

After induction 105.64 4- 16.38 4.48 ** 86.52 1.37 ns 
+ 10.77 

During intubation 120.28 + 19.23 6.94 ** 130.04 10.90 ** 
| | + 14.57 


* significant ** highly significant n.s. not significant 
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Table VI 
The table showing different types of arrhythmias 


Number of cases showing 
arrhythmias 


1 
7 


2. Heart-rate 


There was rise in mean pulse rate during 
intubation in Group 1,2 minutes after 
atropine and during intubation in Group II. 
The rise in pulse rate was also seen in Group 
III, 2 minutes after the drug and during 
intubation but less than Group II. Tachy- 
cardia also seen in Group IV & V, 2 minutes 
after the drug & during intubation. Tachy- 
cardia in group V was less than in group IV. 


. Cardiac Arrhythmias 


We observed 9.6% of cardiac arryth- 
mias during induction and intubation. Most 
of arrhythmias were observed during intu- 
bation and more in group III. No arrhyth- 
mias was observed in Group I. VPCS were 
the most common arrhythmias observed 
in all the groups. 


Discussion 


Hypertensive response to intubation is a 
known phenomena. Reid and Brace thought 
it to be a Vagovagal phenomena and suggested 
the use of anticholinergic drugs to block it. 
Wycoff, (1960) and others found that hyper- 
tensive response to intubation is a sympathetic 
response and since then many methods were 
used to attenuate this response. Anticholiner- 
gic drugs (both atropine and glycopyrrolate) 
have got sympathetic activity. This has been 
demonstrated by Holt, (1962), Mirakhur and 


Types of arrhythmias 


VPC multifocal 

Nodal rhythm, VPC multifocal, 
bigminy with fusion, Supraventri- 
cular ectopic with aberrant 
conduction. 

Unifocal VPC. 

Unifocal VPC. 


Dundee, (1979), Fassoulaki and Kaniaris, 
1982. The fact that it is a sympathetic response 
is verified from the fact that the response is 
blocked by betareceptor blockade Johnstone, 
(1970). Various other methods such as alpha- 
blockers, Devault et al, (1960), Lignocaine 
hydrochloride used topically, Delinger et al; 
1974, Stoelting and Peterson, (1976), I. V. Ling- 
nocaine 1.5 mg/kg Abou-Madi et al; (1977) 
and Fentanyl (Key et al; 1985) had been used 
to attenuate pressure response as a result of 
laryngoscopy and tracheal intubation. Our 
study also showed that both the drugs have 
got sympathomimetic activity resulting in 
hypertension, tachycardia and dysrhythmias. 
However, glycopyrrolate causes less tachy- 
cardia as compared to atropine. We have 
observed more dysrhythmias with glycopyr- 
rolate but none of them were serious to cause 
cardiovascualr impairment. 


We have found no dysrhythmias in group 
I where no premedication was given. Pethidine 
has definite hypotensive effect by virtue of the 
its direct myocardial depressant effect and 
peripheral vasodilatation. Pethidine in dose 
of 1 mg/kg. causes less tachycardia. We con- 
clude that anticholinergic drugs are. not re- 
quired routinely in all the cases in balanced 
type of anaesthesia. In fact, their use may be 
dangerous in patients suffering from cardio- 
vascular disease and can lead to left ventricular 
failure cerebral heemorrhage and myocardial 
infarction during intubation. 


a M —— ——— —— 
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AUTO-IMMUNE DISEASE - 


Type I Diabetes mellitus 
(Insulin-Dependent Diabetes Mellitus-IDDM) 


Type I diabetes (formerly termed juvenile 
onset diabetes) is an illness which can occur 
at any age. It continues to elude a thoroughly 
adequate treatment in many cases and the 
incidence of complicatiions and mortality are 
higher than in maturity-onset diabetes (Type 
II diabetes). The disease evolves through 
several stages: Stage 1 - genetic susceptibility 
without active autoimmunity, Stage 2 - a pos- 
sible triggering event, Stage 3 - active auto- 
immunity with normal insulin secretion, Stage 
4 - progressive immunologic beta-cell destru- 
ction with decreasing insulin secretion, Stage 
5 - Overt diabetes and Stage 6 - complete beta 
cell destruction with no C-peptide secretion. 


The diabetogenic genes of man are con- 


tained within the major histocompatibility 


region of chromosome 6, expressed on the 
surface of lymphocytes and endothelial cells. 
With the same group of genes, several auto- 
immune diseases like Graves’ disease, my- 
asthenia gravis, celiac disease, Addison’s 
disease, lupus erythematosus etc., are also 
associated. 


The majority of monozygotic twins of a 
Type I diabetic do not develop diabetes and as 
much as 36 years can elapse between the 
development of diabetes in one twin and his/ 
her identical twin mate. Various factors trigger 
the development of the disease. Drugs such as 
streptozotocin and alloxan can produce dia- 
betes. Several viruses can impair glucose 
tolerance. Recently a Coxsackie B 4 virus 
isolated from a child with recent onset diabetes 
was diabetogenic in mice. Approximately 
20% of patients with congenital rubella deve- 
lop diabetes in later life. These children have 
a high prevalence of anti-thyroid antibodies 
in addition to anti-islet antibodies suggesting 
widespread abnormalities. 





е $ м ya 1 T 
Е ы > 
! 273 | 


Until recently it was thought that the 
development of Type I diabetes was sudden, 
precipitated by acute etiologic factors. It is 
now well established that slowly developing 
diabetes is the rule rather than the exception. 
It is a slow autoimmune disease and sensitive 
assays to detect anti-islet cell cytoplasm anti- 
bodies even before development of frank 
diabetes, are becoming available. 


As diabetes evolves, there are changes 
in G.T.T. Response to i.v. glucose is pro- 
foundly abnormal at a time when oral glucose 
tolerance is normal and beta cells can secrete 
insulin rapidly in response to glucagon, argi- 
nine, tolbutamide and oral glucose. The sele- 
ctive and progressive loss of response to i.v. 
glucose reflects progressive loss of beta cell | 
mass. 


Overt diabetes sets in eventually. Most 
patients exhibit islet cell antibodies and a 
progressive decline in C-peptide secretion in 
response to stimulation. Finally, the beta 
cell destruction is “complete” and the patients 
become dependent on insulin for life. In the 
pre-insulin era, the average survival was only 
6 years, with a diet regimen of intermittent 
starvation. 


[һе convincing evidence that Type I dia- 
betes is an autoimmune disease has led to 
trials of immunotherapy to prevent or limit 
beta cell destruction. An important develop- 
ment is pancreatic transplantation. Dramatic 
results have been noted with cyclosporin, with 
approximately 50% of treated patients going 
into prolonged remission off insulin. The use 
of immunosuppression in Type I diabetes, 
though only investigational at present pro- 
mises to be a useful tool in the next decade 
Or SO. 


(Dr. М. Hariharasubramanian, M.D., Ph.D.) 
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ARTAMIN (Penicillamine) CAPS. is proved most effective in treatment of Rheumatoid Arthritis for which 
we have largest sale in India prescribed by leading Rheumatologists, Orthopaedic Surgeons and used by 
the patients available at the cheapest price in the world throughout the country mfd. M/s. Biochemie 
GmbH, Wien/Austria available in BOX of 50 caps x 150 mg. @ 178/- per Box and in Box of 50 caps 
x 250mg @ Rs.200/: per Box. Taxes extra (strip packing) 


Obst. Gynaecologists and Urologists Chorionic Gonadotrophin Now Cheapest in India 


The largest birth rate in world is claimed in China. Therefore we imported Human Chorionic Gonadotrophin 
Inj. Lyophilized from China for gynaceological use to use by all classes of patients. Available lyophilised 
in box of 3 amps with solvents in the following pkg. 


1. 


2. 


HUMAN CHORIONIC GONADOTROPHIN (PROFFASSI) INJ. Box of 1000 IU @ Rs.40/-, 
2000 IU @ Rs.58/z, 5000 IU @ Rs.169/50. Available from ready stock. 


SERAGON INJ. (FSH) (Serum Gonadotrophin) Mfd. by Ferring AG, W. Germany in box of 
1000 W of 5 ampoules @ Rs.730/- per box. 


. HMG MASSONE (Human Menopausal Gonadotrophin) 71 IU (FSH) + 80 IU (LH) Mfd. by M/s 
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pergonal of Serono - Italy). 


Gastroenterologists / Consulting Surgeons 


. GLUCAGON INJ. 1mg with solvent Mfg.by M/s Novo Industri-Denmark. @ Rs.80/- per vial 


* taxes extra. 


. POSTACTON (Vasopressin) Aqueous solution Mfg.by M/s Ferring. W. Germany in box of 5 amps 


x 10 IU x 1/2 c.c. Price Rs.163/- per box + taxes extra. 
ONCOLOGISTS/TB SPECIALISTIS /GENERAL PRACTITIONERS 


. CYCLOSERINE CAPSULES Mfd. by Sumitomo/Japan. In the packing of 1 strip contain 10 


caps of 250 mg. Price @ Rs.130/-. Expiry August 1990. 


. TESPAMIN (Thiotepa Inj.) Mfd by Sumitomo/ Japan in box 10 amps x 5mg. x 0.5ml. @ Rs.225/- 


per box. No tax. 


. PAM INJECTION (2-Pyridine Aldoxime Methiodide) Mfd.by M/s Sumitome-Japan in box of 5 


amps x 500 mg. @ Rs.302/- per box. Taxes extra. 


. NATULAN (Procarbazine Hydrochloride Caps) Mfd. by Roche-Switzerland @ Rs.84/50 рет Ше 


of 50 caps x 50 mg. Taxes extra. 


. HYDREA (Hydroxyurea) Caps. Mfd by M/s Squibb/Siene @ Rs.100/- per box. of 20 caps x 


500 mg. Taxes extra. 


. CCNU Capsules (Belustine) Mfd. by Laboratories Roger, Bellon/Seine @ Rs.65/- per box of 


5 caps x 40 mg. Taxes extra. 
POWDER (Cholestryamine for oral suspension) Mfd. by Lab. Allen/Paris in pkt of 


_ 9 gms @ Rs.5/70 per ркі. Taxes extra. Exp. Feb. 91. 
. BETHANECHOL CHLORIDE TABS (Betancol) Mfd. by Hanil Pharm - Korea @ Rs.95/34 per 


btle of 100 tabs x 25 mg. Similar to Urocolin of M.S.D. 


jJ. PILOCARPINE HYDROCHLORIDE EYE DROPS 2% Mfd. by Veb-G.D.R. @ Rs.7/27 per 


btle of 10 ml x 2% 


. HEPATITIS B VACCINE Míd. by Korea Green Cross Corp. Seoul (Korea) @ Rs.175/- perbox · 


of 1 amp x 1 ml. with disposable syringes & needles. 


. MYORELAXIN FORTE (SUCCINYL CHOLINE BROMIDE). Míd by GDR/W. Germany - 


Price @ Rs.41/- per box of 10 amps x 250mg. Taxes extra. 


. DOPAMINE HYDROCHLORIDE INJ. Mfd. by M/s Milan Pharmaceutical Industries W.Ger- 


many. Price Rs.74/- per box of 10 amps x 5 с.с. x 200mg. 


Also available following products Mfd. by Wellcome (1) Alkeran (2) Imure & Imuran (3) Myleran 
(4) Leukeran (5) Purinethol (6) Sinemet 110 mg & 275 mg of M.S.D. Paris. 


GRAM: DIPHTHERIA 2 РНОМЕ : 4374701/4371412/4375309 
 BHAGAT TRADERS 
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Correspondence 


Dr. M. Ramasamy 

Medical Officer, 

Seethainagar Limestone Mines, 
Alambadi Mines (P.O), 
Palayam (Via), 

Pin: 624 620. 


Q: 


What is the drug treatment for a case of 
Premature ejaculation? Patient is per- 
fectly alright. No anxiety, no diabetes 
or any organic disease. 


: Premature ejaculation is usually fun- 


ctional. That does not necessarily mean 
that the subject should show obvious 
anxiety or any other overt psychiatric 
symptoms. Anti anxiety drugs may be of 
use in cases with general psychiatric 
problems. People with isolated premature 
ejaculation require elaborate psycho 
sexual therapy such as "Start - stop - sque- 
eze" therapy. If psychiatric problems 
could be totally excluded and if it is 
organic, the reason is increased sensitivity 
of the genital area. Such people can be 
helped by circumcision which exposes 
the sensitive parts of glands and gra- 
dually makes it less and less sensitive, 
or by applying a local anaesthetic cream 
on the glands or using a condom. 


(Dr. K. Kannan) 
* * * 


Dr. S.C. Agrawal 
Qila, 

Aonla - 243 301. 
Bareilly, U.P. 


Q: 


A: 


What are the causes and treatment of 
premenstrual breast tenderness? 


Cyclical activity occurs in the breasts in 
all women in common with those occurring 
at the uterus. Most women are not dist- 
urbed by the same. Some may notice 
this hyperplasia as an uncomfortable 
sensation or even as pain. Most of these 
women require only reassurance and 


tranquillizers. If such changes are very 
disturbing or due to pathological states 
like fibro adenosis, benefit can be derived 
by switching off the hormonal events 
with the help of anti gonadotropic agents 
like danazol. 

(Dr. K. Kannan) 


* * 
Dr. Fasih Lahidi 


Vill & PO: Uldan, 
Dist: Meerut, 


.Pin: 245 206. 


Q: What is the effect on the women when a 
man uses condom upto the 20th day of 
the cycle and has coitus every day except 
during the cycles. 


: If the cycles are regular 28 days this will 
afford 10096 contraception. If any cycle 
exceeds 35 days there is a chance of pre- 
gnancy occurring. 


* * * 


: What are the causes of infertility of 15 
years duration? What is the cause of 
selective failure of ejaculation? What are 
the causes of foul smell after intercourse? 


: The causes of infertility of 15 years durat- 
ion are many and-require detailed investi- 
gation of both spouses. However in this 
case from the subsequent two questions 
certain reasonable conclusions can be 
drawn. 


As the husband has failure of ejaculation 
only with his wife, that is most likely fun- 
ctional and could be one of the reasons 
for infertility. 


Foul smell after intercourse suggests 
local infection or neoplasia. These could 
also be the cause for infertility in the 
women. Treatment depends on the out- 
come of detailed investigations for these 
causes. 


(Dr. K. Kannan) 
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A Brief Review of Vitamin E 


Symptoms of vitamin E deficiency in other- 
wise healthy people are limited to increased 
red blood cell membrane fragility, while pre- 
mature infants often develop hemolytic ane- 
mia when fed formulas low in vitamin E. In 
children with chronic cholestasis who are 
unable to absorb vitamin E, there is a progre- 
ssive loss of neurologic function with the deve- 
lopment of areflexia, ataxia, sensory neuro- 
pathy and ophthalmoplegia. In abetalipo- 
proteinemia, retinopathy and neurologic ab- 
normalities can be prevented by supplemental 
doses of vitamin E. 


Vitamin E requirements increase as the in- 
take of polyunsaturated fatty acids (PUFA) in- 
crease. The recent emphasis on high PUFA 
diets to reduce serum cholesterol may be of 
benefit in controlling heart disease, but the 
propensity of PUFA to form free radicals on 
exposure to oxygen may lead to an increased 
cancer risk. Thus it seems only prudent to 
increase vitamin E intake along with an in- 
crease in dietary PUFA. 


The mechanism of the effect of vitamin E 
on wound healing has not been fully establi- 
shed. However, based on recent research, it 
appears to involve an enhancement of the im- 
mune system and possibly a mild anti-inflam- 
matory effect. Vitamin E has been shown to 
enchance the immune response locally by sti- 
mulating helper T-cell lymphocytes and the 
-langerhan cells of the epidermis. The anti- 
inflammatory effects of vitamin E stem from 
its ability to inhibit prostaglandin synthesis 
by decreasing phospholipase A2 activity. 
Vitamin E consequently lowers platelet Thro- 
mboxane A2 biosynthesis, but paradoxically, 
vitamin E elevates PG 2 levels. This is because 


vitamin E prevents the decomposition of lipid + 


peroxides, which in turn stimulate prostacy- 
clin synthetase. Since vitamin E is a fat-soluble 
vitamin, it has the potential for toxicity. It is, 
however, the least toxic of the fat-soluble 


vitamins. 
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Some potential therapetic uses of vitamin E, 
as demonstrated in animal studies, include: 
Protecting lung tissue from the damaging 
effects of ozone in high-smog areas, inhibi- 
ting tumour formation in experimental systems 
such as skin and colon, delaying the subse- 
quent development of epidermoid carcinomas 
from precancerous leukoplakia, and reversing 
the hyper-aggregability of platelets seen in 
diabetes mellitus. In vitro studies have shown 
vitamin E inhibits growth and morphological 
changes in mouse neuroblastoma, glioma and 
melanoma cells. | 


Vitamin С is related to the metabolism of 
vitamin E in the body. Vitamin C acts to pre- 
vent vitamin E depletion, by reacting with the 
vitamin E- free radical that is formed when 
vitamin E reduces an oxidant substance. 


Interestingly, vitamin A derivatives have been 
shown to have anticarcinogenic effect similar 
to that of vitamin E. Etretinate, an aromatic 
retinoid, has been shown to enchance the toxi- 
city in vitro of two chemotherapeutic agents 
that are clinically active against human mali- 
gnant melanoma: Difluoromethlornithine and 
vindesine. Topical tretinoin (retinoic acid 
and Retin-A) has been used clinically to induce 
regression and complete remission of intra- 
cutaneous metastases from malignant mela- 
noma. In the dysplastic nevus syndromes, 
where nevi are often precursors to melanoma, 
and where surgery is impractical in patients 
with many lesions, clinical trials have shown 
that retinoic acid caused regression of dys- 
plastic nevi into bengin compound nevi with 
minimal dysplastic change, or benign nevol- 
cellular nevi without dysplasia. Its mechanism 
of action is believed to be related to promoting 
terminal differentation. 


In conclusion, current research has shown 
promising therapeutic benefits in the use of 
vitamin E, to inhibit tumour cell growth and 
to promote wound healing with very little 
added toxicity. Vitamin A derivatives have 
therapeutic potential in the management 
of malignant melanoma and dysplastic nevi. 


(Hawaii Medical Journal Vol. 46, 6June 1987) 
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TENOLOL .... 


... THE FIRST ONCE-A-DAY- 
CARDIOSELECTIVE, CARDIOPROTECTIVE, HYDROPHILIC 
| BETA-BLOCKER | 


TENOLOL 


to control The rational combination of 
- Blood pressure at rest and during once-a-day Cardioselective 
exercise for 24 hours. Beta-Blocker and a low-dose 
long acting Diuretic, 
- турға to control: 


- Cardiac Arrhythmias - Hypertensives uncontrolled with 
- Pre-infarct Angina and Beta-Blocker or Diuretic 


: monotherapy. 
- Reduce mortality in Hypertension тону 
and Myocardial infarction. - Blood-pressure for 24 hours. 


WITHOUT DISTURBING NORMAL WITHOUT ALTERING K+ LEVELS 
PATTERN OF SLEEP. 


TO SUIT INDIVIDUAL NEEDS 
DOSAGE FORMS TO CHOOSE FROM 


4. TENOLOL tabs (Atenolol 100 mg) 3. ТЕМОЯК tabs (Atenolol 100mg + 
Chiorthalidone 25mg) 


2. TENOLOL - 50 tabs. (Atenolol 50 mg) 4. TÉNORIK - 50 tabs (Atenolol 50mg + 
Chiorthalidone 12.5mg) | 


IPCA 
ІРСА LABORATORIES PVT. LTD. 
| ВОМВАҮ-400 067 
КК лу атыса ыы зы ы муы РЬ. 
EP RTL LL CLL E ӨР АР «ӨР АР” ӨН” АУ i P АВР АШ» Б” «ШР LP APT 
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MMR., MEASLES & MENINGOCOCCAL VACCINE IS FREELY 
AVAILABLE AT CHEAPEST PRICE 


M.M.R. VACCINE(Measles, Mumps & Rubella) Yugoslavian make available in single dose amp 


with solvent @ Rs.46/- per amp. Also available in 2 dose amp @ Rs.57/50 per amp. Both Exp. 
May '89. Taxes extra. 


MENINGOCOCCAL COMBINE A+C VACCINE (Раука бв Mfd by Institute of Im- 
munology Yugoslavia, in single dose ampoule with solvent @ Rs.18/- per dose 2 doses @ Rs.27/- 
per amp. @ Taxes extra. 


MORBILVAX(Measles Vaccine ‘Schwarz strain’) Mfd. by M/s. Scalvo-Italy in box of 10 vials 
x 1 dose @ Rs.102/- per box. Taxes extra. 
PATHOLOGIESTS 


KOCH OLD TUBERCULIN:Mfd. Human Budapest/Hungary @ Rs.41/- available in the pack- 
ing of vial of 1 c.c. x 1 lakh IU. For Pirquet’s test (Cutaneous reaction) and for Montoux’s Test 
(intracutaneous reaction). 


ONCOLOGISTS/DERMATOLOGISTS/ ANESTHETICS 
5-FLUROURACIL INJ;Mfd. by M/s Choongwae Pharma-Korea (a) In box of 10 amps x 250, 


g/5 c.c.  Rs.50/50 per box of 10 amps. (b) Box of 10 amps x 500 mg @ Rs.110/-. per box. No tax. 


METHOTREXATE INJECTION;50mg іп 2 cc. К/с vial sterile solution in use as desired mfd. 
by M/s Choongwae-Korea. Available  Rs.33/-. 


CYTRABINE INJ. USP.Mfd.by Choongwae Pharma - Seoul/Korea (2 Rs.300/- per box of 10 
amps x 100 mg/5ml. Taxes extra. | 


The following items аге mfd. by M/s Institute Sieroterapico, Milano/Italy. 


(a) | LINFOLYSIN(Chlorambucil) available in btle of 50 s.c. tabs, 2 mg which is similar to 
Leukeran of Burroughs Wellcome (2 Rs.32/- per btle. 


(b _ MISULBAN(Busulphan) available in btle of 30 s.c. tabs. 2 mg which is similar to Myleran 
of Burroughs Wellcome (2 Rs.25/50 per btle. 


(c) ISMIPUR(Mercaptopurine) in bottle of 25 s.c. tabs, x 50 mg, which is similar to Purinethol 
of Burroughs Wellcome (2 Rs.42/50 per btle. 


. TRASYLOL INJECTION;(Aprotinin) Mfd. by M/s Bayer AG, Leverkusen/W.Germany in box 
of 5 amps x 1,00,000 KIU price @ Rs.772/- per box and box of 25 amps x 1,00,000 KIU Rs.3,668/- 
per box. No Tax. 


CURARIN-ASTA(Tubocurarine Chloride) Mfd. by Astawerke, W.Germany in box of 10 vials 
x 10 ml. Q Rs.458/- per box & in box of 20 amps x 1.5 ml. x 15 mg. @ Rs.608/- per box. 
Taxes extra. Expiry May 1990. 


SUCCINYLCHOLINE CHLORIDE:Mfd. by Pharmadrug - W.Germany, in box of 100 vials 
x 1O0ml x 500mg. @ Rs.925/- per box plus taxes extra. 


COLIMYCIN INJ.(Colistin Sulphomethate Sodium) Mfd. by M/s Kayaku - Japan @ Rs.145/- 
per box of 10 vials x IMU. No tax. 


CARBENICILLIN SODIUM INJECTIONM(fd. by Spic-China. In box of 10 vials of Img. @ 
Rs.3,400/- and 05gm @ Rs.8,100/- per box of 100 vials. No Tax. 


VINCRISTIN1mg vial with solvent Mfd. by Spic-China in box of 1vial with dilute @ Rs.27/75. 


FOR VETERINARY USE 


ASUNTOL POWDER:Mfd. by Bayer W.Germany available in pkg. of 15 gms, sachet (2 Rs.30/- 
per sachet. Box of 1 kg @ Rs.727/50 per box. 


M/S. CHANDRA BHAGAT CHEMICALS 
323-F, DR. AMBEDKAR ROAD P.O.B. 16615, 
MATUNGA (EAST), BOMBAY 400 019. 

Phone: 4374701/4371412/4375309 | Grams: TETANUS 
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Patient Care Equipment 
For 
O.P.D. WARD THEATRE GYNAEC.& MATERNITY 
PAEDIATRIC CARDIAC CARE 
INTENSIVE CARE 
POST-OPERATIVE RECOVERY AND OTHER SPECIALITIES | 


Displayed а? 
Century Bazar, Worli, Bombay 400 025. 
Contact: 


METALBEDS INDIA 


Р.ОВ. 5535, BOMBAY 400 014.—Tele: 523752/520077 
Tix: 011 71584 JKMG IN. 


M.D. (ACUPUNCTURE) COURSE 


(Starting from 1st Sept. 1988) 


Applications are invited from doctors for M.D. course 
of acupuncture society of India. and of SRI LANKA 


емен SYMPOSIUM | 
ACUPUNCTURE 


11th & 12th Sept. 1988. 


Venue: JAIPUR 
For details write with your Bio-Data to:- 
ACUPUNCTURE SOCIETY OF INDIA 
J-1, Jamnalal Bajaj Marg, 
С” Scheme, JAIPUR -{ Phone 63518 


JPC/248/88: 


Gram: Acupunctur 
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| Butterworth 


0 407 014705 
0 407 005439 


0 407 00544 7 
0407 015809 
0 407 01320 2 
0.407 00218 9 


0407 00348 7 
0407 00560 9 
0 407 00712 1 
0 407 00273 1 
0 409 90822 2 


0407 00309 6 
0409 951919 
0407 012206 


0 407 004734 
0 407 00408 4 
0 407 00427 0 


0 409 95165 X 


0 407 01570 1 


Medical Books 
Published іп 1988 


Books Published upto June 1988 


Title and Author =. 


Aviation Medicine 2nd Edition—ERNSTING/KING 
Case Presentations in Endocrinology and Diabetes 
— BAYLISS/KENDALL-TAYLOR/GILL 

Case Presentations in Neurology — CARTLIDGE/ 
BATES/VENABLES . 

Contemporary Obstetrics and Gynaecology— 
CHAMBERLAIN | 
Diseases of the Small Intestine in 
Edition — WALKER-SMITH 
Laboratory-acquired infections-History, Incidences, 
Causes and Prevention—COLLINS 

Management of Abdominal Hernias—DEVLIN 
Manual Therapy for Chronic Headache—EDELING 
Memory Disorders in Clinical Practice—KAPUR 
Microsurgical Technique in Orthopaedics — PHO 
Neurotrauma: Treatment, Rehabilitation and 
Related Issues Volume 2 — MINER/WAGNER 
Optometry—RICHARDS/LLEWELLYN 

Polymyositis and Dermatomyositis—DALAKAS 
Positioning the Surgical Patient —ANDERTON/ 
KEEN/NEAVE ` 

Practical General Practice—KHOT/POLMEAR 
Practical Paediatric Nutrition — POSKITT 

Spinal Deformity — STAGNARA 

Topics in Behavioural Neurology and 


Neuropsychology: With Key References—HIER/ 
SHINDLER/GORELICK 


Ultrastructural Pathology of the Cell and Matrix 
3rd Edition — GHADIALLY/KILLAM/LINDSAY 
2 Volume Set 


Childhood 3rd 


Butterworths 
meeting professional needs 


| Prices mentioned are in Pounds (2) 


Order through your regular bookseller. In case of difficulty, please write to: 


ANTHONY RODRIGUES 
A-22, Seema Apartments, Bullock Road, 


Bandstand, Bandra, BOMBAY -400 050 Tel.: 6427347 
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Caring in Crisis - A handbook of intervention 
skills for nurses. 


Bob Wright 


Publisher: Churchill Livingstone 
London. 


B.I. Publications Pvt. Ltd., 
Promotion Department, 

61-63 Lakshmi Building, 4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 


In India: 


Year - 1986 
Price £ 7.50 


Doctors prescribe medicines, operate, 
treat injuries and deliver babies; nurses, by 
definition, nurse and nurture patients back 
to health. For both the doctor and the nurse, 
there is a wider responsibility of tackiling 
the diverse -psychological and emotional 
problems that arise during patient care - 
because of the patient, because of relatives, 
because of environment and so on. These 
situational problems constitute "crisis." It 
ranges from a fussy overbearing relative or 
an apprehensive distracted patient to massive 
crises like accident victims, the suicidal de- 
pressive, victims of criminal violence and 
sexual assault. Often because of the paucity 
of time, overwork and other reasons, both 
docters and nurses do not see “the wood for 
the trees." The book is intended for nurses 
who work with the acutely ill and injured, 
often facing crisis. The book is equally use- 
ful for the doctor. Short case studies, simple 
language and questions for introspection in 
each chapter - all these make the book worth 
reading. Not a commonplace book, or a desk 
reference, yet a book with thoughts above 
the hundrum of diagnosis and R, approach 
to disease. 


(Dr. N. Hariharasubramanian, M.D., Ph.D.,) 
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Hypoglycaemia in infancy and childhood | 


Albert Aynsley-Green 


Gyula Solt'esz 


Publisher: Churchill Livingstone 
London. 


B.I. Publications Pvt. Ltd., 
Promotion Department, | 

61-63 Lakshmi Building, 4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 


In India: 


Year - 1985 


Price £ 18.00 


This is a monograph, first in the series 
Current Reviews in Paediatrics. Highly speci- 
fic in its content, the monograph is intended 
for postgraduate students of Paediatrics and 
practising paediatricians for reference. There 
is a review of glucose metabolism and its 
regulation in the adults, fetus and newborn 
and a detailed account of the aetiology and 
pathophysiology of hypoglycemia in children. 
A diagnostic approach is presented, empha- 
sising the differences between ketotic and 
nonketotic hypoglycemia (such as due to 
hyperinsulinism). Guidelines of management 
for the more important and amenable forms 
of hypoglycemia have been given. The high 
shelf-price of the book (about Rs. 400/-) is 
in consonance with its specified target reader- 
ship. 


(Dr. М. Hariharasubramanian, М.Р. Ph.D.) 
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- For Allergy 
Structurally Different Antihistamine 


HISTRYÉ 


Spansule? Capsules 


Summary of Prescribing Information 
Formula: Each 'Histryl ‘Spansule’ — niy alee 


Side Effects: Side effects with 'Histryl' are few, mild end еги et the 
recommended dosage level; drowsiness may occasionally occur. Dryness 
eacus mae. anag екі DINAR aser ORC 


Further information is available on request: P.B. No.: 2, Bangalore 560 049 


EskayPharma 
A Division of Eskayef Limited 


© Eskayet Limited - 
Licensed user of Regd. Trade Marks ® 


M2-TONE sra» 


restores the natural balance between 
the endocrines, emotions 424574 
and nutrition 


in 

e Delayed puberty 
ө Irregular Cycles 

e Habitual Abortions 
° Мепораива! disturbances Ad 











зж. 





ү: ж. 
ma 5% 
v m 


Dosage: 2-3 teaspoonful 
thrice daily. 
Presentation: Bottles of 
200 ml. & 400 ml. 





ғаған 
) acier err 
- (India) Pvt. Ltd. | 
%;  Bombay- -400 011. 
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Adenovirus gastroenteritis: 


Adenoviruses are ubiquitous agents that 
infect people of all ages. Adenoviruses have 
long been suspected to cause diarrhoea. Non- 
cultivable adenoviruses in the stools belong 
to a distinct group (F) and that these group 
F adenoviruses (serotypes 40 and 41) are 
strongly associated with diarrhoeal disease 
in children. 


Disease develops after an incubation 
period of 8-10 days, and diarrhoea is the most 
prominent symptom. Stools are watery and 
non-bloody, and diarrhoea continues for 
seven to eight days. Diarrhoea induced by 
adenovirus type 41 may be more protracted 
than disease caused by adenovirus type 40. 
Vomiting occurs one to two days after the 
onset of diarrhoea in about four fifths of 
patients but is usually mild and lasts for only 
about two days. Fever also occurs in 40-90% 
of patients with a mean duration of two to 
three days. Severe dehydration is rare. When 
necessary, patients can be rehydrated with 
standard oral rehydration schemes. 


Most infections caused by group F adeno- 
viruses occur in children aged under 2 years 
and in contrast to infections with rotaviruses 
show no important seasonal variation. Virus 
is excreted in the stool for seven to 14 days 
and presumably is spread by the faecal oral 
route. Transmission to family contacts (parents 
and older siblings) is rare unlike with rota- 
virus. 


(B.M.J. Vol. 296 23 January 1988) 


* * * 


The natural course of temporal (cranial 
or giant cell) arteritis is poorly understood. 
There is some evidence that for most people 
it is a self limiting disease lasting about two 
and a half years, but one third of those affected 
may show a chronic relapsing course. The 
risk of relapse, however, must be balanced 
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against the potential hazard of prolonged 
steroid treatment. The maintenance dose 
should not only reduce the erythrocyte sedi- 
mentation rate and alleviate the head pain 
but give total protection against loss of vision 
and thrombotic events. I introduce azathio- 
prine 50 mg. twice a day once the response 
to steroids has been established. Opinions 
differ on the length of treatment: some doctors 
will attempt to withdraw treatment after six 
months, others will continue indefinitely. 
A reasonable approach is that of Pryse-Phillips 
and Murray, who stop steroids after two years 
but continue to observe and monitor the 
erythrocyte sedimentation rate for at least 
a further year. Anderson et al followed up 
90 patients for nine to 16 years after diagnosis. 
The mean duration of steroid treatment was 
5-8 years. Five years after diagnosis 41 of the 
patients were receiving steroids, and after 
nine years 15 of 60 survivors were still being 
treated. 


(B.M.J. Vol. 296 26 March 1988) 


* * * 


Myocardial infarction: the first 24 hours 


Doctors treating patients with myocardial 
infarction are faced with a vast array of clinical 
trials assessing multiple treatments that aim 
at reducing mortality and infarct size. Here 
we attempt to provide concise guidelines 
on management in the first 24 hours. The first 
point to appreciate is that it is no longer good 
enough to let patients with myocardial infar- 
ction linger in casualty: treatment must begin 
within minutes. 


It has now been established that the early 
use of thrombolytic treatment in patients 
with acute myocardial infarction reduces 
deaths and preserves the myocardium. The 
greatest benefit is seen in patients with anterior 
infarctions. Intravenous streptokinase results 
in early recanalisation of coronary arteries 
in 55-75% of patients. Administration of 


——— 
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the drug by the intracoronary route may lead 
to more vessels being recanalised, but the 
beneficial effect of the drug is limited by 
the time taken to start angiographic studies. 
Tissue plasminogen activator seems more 
effective than streptokinase in inducing 
recanaksation and may cause fewer bleeding 
complications. The cost of treating a patient 
is, however, about eight times greater. 


АП patients who present within four 
hours of the onset of chest pain and without 
contraindications to thrombolytic treatment 
should receive 1.5 million units of strepto- 
kinase intravenously over one hour. This 
should be preceded by chlorpheniramine 
10 mg. and hydrocortisone 100 mg. in 100 ml. 
of 5% dextrose to suppress allergic reactions. 
Patients who present later with continuing 
chest pain might be considered for treatment 
with streptokinase if pathological Q waves 
have not developed. 


Treatment aimed at preventing coronary 
artery reocclusion after thrombolytic treat- 
ment is to give intravenous heparin for three 
days after thrombolytic treatment with care- 
ful monitoring of the coagulation state. 
Patients are subsequently started on treatment 
with aspirin 75 mg. daily. 


Coronary artery occlusion may be phasic, 
and coronary vasoconstriction may aggravate 
the underlying thrombotic process. All 
patients who present with chest pain and 
electrocardiographic changes (either ST 
segment elevation or depression) should 
be given intravenous nitrates to minimise 
this effect. Occasionally potency of the 
coronary artery is restored with this treat- 
ment alone and myocardial ischaemia resolves. 
Thrombolytic treatment is required for those 
patients in whom myocardial ischaemia ‘fails 
to subside within a few minutes. 


Intravenous metoprolol or atenolol reduces 
short term mortality in selected patients with 
suspected acute myocardial infarction. The 
major beneficial effect of b blockade results 


from reduction in cardiac rupture. Fears 
about using B blockers in acute myocardial 
infarction appear to be unfounded: the com- 
plications are acceptably low provided that 
patients with bradyarrhythmias, conduction 
defects, overt heart failure, and cardiogenic 
shock are excluded. 


Calcium antagonists are of questionable 
use in treating a suspected acute myocardial 
infarction; nifedipine may even be detri- 
mental. A short term study showed that 
diltiazem reduced reinfarction in the two 
weeks after non-Q wave infarctions. The 
long term results of a larger trial showed, 
however, that diltiazem did not reduce the 
cumulative mortality or incidence of first 
cardiac events during a mean 25 month follow 


up. 


Prophylactic lignocaine in patients with 
acute myocardial infarction is not justified. 
Although pooled data suggest that lignocaine 
reduces the incidence of ventricular fibril- 
lation, this arrhythmia is uncommon in 
patients in a coronary care unit and usually 
responds to immediate cardioversion. Atten- 
tion should be directed to maintaining the 
serum potassium concentration. above 4-5 
mmol/l. 


Should anticoagulants be considered in 
patients who present after the time when 
thrombolytic treatment has been proved to 
work? Long term anticoagulation is not 
justified in all patients because of the low 
benefit to risk ratio. We do, however, give 
low dose subcutaneous heparin to patients 
at high risk of systemic and venous embolism - 
those with large anterior infarctions compli- 
cated by heart failure, those who are obese, 
and those who cannot be mobilised rapidly. 
This treatment reduces the incidence of deep 
venous thrombosis. 


In summary, patients who present with 
a suspected acute myocardial infarction 
should receive an infusion of intravenous 
nitrate. If myocardial ischaemia persists anc 


Аж —— ——— —' 





Gleanings 


symptoms begin within four hours the patient 
should be given thrombolytic treatment and 
possibly a 8 blocker. Subsequent short term 
anticoagulation with heparin is justified, 
though long term treatment with warfarin 
has little scientific basis; aspirin may be a 
suitable alternative. Patients should be re- 
ferred to a cardiac unit if they develop surgical 
complications or episodes of postinfarct 
angina. 


(B.M.J. Vol. 296 2 April 1988) 
* * * 
The eyes closed sign 


In óne third of patients admitted to 
hospital with acute abdominal pain no cause 
of the pain has been established by the time 
of discharge. These patients are said to have 
non-specific abdominal pain. The diagnosis 
is usually made by excluding other causes 
of abdominal pain by investigations of varying 
complexity. Diagnosis by exclusion is time 
consuming, inefficient, and expensive. We 
have observed a physical sign that is present 
on admission in many patients eventually 
diagnosed as suffering from non-specific 
abdominal pain. We have called this “the 
eyes closed sign,” and it is elicited during 
palpation of the abdomen when the patient 
keeps his/her eyes closed during the whole 
examination. Typically the eyelids are held 
exquisitely closed and the face wears an 
embalmed beautific smile. 


We offer two explanations for this sign. 
The patient with serious intra-abdominal 
disease concentrates all attention on the 
face and hand of the examining surgeon to 
detect immediately the signals that pain. is 
about to be inflicted. Patients with non-specific 
abdominal pain have no need to detect these 
visual signals. A psychological explanation 
might be that those who doubt their own 
symptoms do not allow the examining doctor 
to look into their eyes and perhaps discover 
their secret. Whatever the explanation we 


4.7.4 


have found the sign is useful in suggesting the 
diagnosis of nonspecific abdominal pain at 
the first examination. 


(B.M.J. Vol. 296 19P26 December 1987) 


* * * 


Recently there was an epidemic of kidney 
failure in children in Bangladesh. The children 
whose average age was around 18 months 
were arriving at the hospital with a history 
of three t9 four days of complete anuria. 
Around five to seven days before admission 
the children had developed fever. They had 
refused breast feeds at that time and also 
other fluids if offered. Sometimes there was 
diarrhoea and vomiting, often a history of 
one or two days of oliguria, and then total 
anuria. All of the children had received drugs 
during the anuric phase - paracetamol, cotri- 
moxazole, and frusemide were the most 
commonly prescribed, and often they were 
prescribed in adult dosages. In addition, all 
children had received homoeopathic medicine, 
known in some instances to contain copper 
sulphate. 


On admission to hospital the little children 
were bright eyed and alert but breathless and 
with generalised oedema. There was marked 
cardiac enlargement and pulmonary oedema 
and hepatomegaly was present. Biochemical 
investigation within one or two days of admis- 
sion confirmed advanced renal failure with 
severe acidosis. Serum creatinine averaged 
480 umol/1. Peritoneal dialysis brought about 
initial improvement in the biochemistry, 
but the children seemed to deteriorate clini- 
cally during the procedure. They were, unable 
to tolerate the dialysis required to control 
the uraemia and fluid overload. They became 
weak and exhausted. Severe hypertension 
was uncommon. Some suffered from irrever- 
sible cardiorespiratory failure and some 
developed signs suggestive of encephalopathy 
before they died. This was severe renal failure, 
sufficient to tax the resources of any well 
equipped paediatrit néphrology unit. 
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The reviews on acute renal failure in 
childhood show very few children presenting 
for treatment with such prolonged anuria. 
Biopsies on some of the children after death 
showed normal glomeruli and necrotic tubules. 
So is this not acute renal failure due to tubular 
necrosis brought about by fluid and electro- 
lyte loss? Gastrointestinal and other infective 
illnesses are very common in the population. 
Is the mortality so high because these poor 
families have to travel the country with their 
anuric children to seek «help? By the time 


they arrive at the hospital the renal failure 


is advanced and severe. 


(Anna V Murphy Paediatric nephrologist 
B.M.J. Vol 296 16 April 1988) 


* * 


Sulphonylureas and hypoglycaemia 


Hypoglycaemia is the most important 


and most often fatal of the adverse effects 


of sulphonylureas. Chlorpropamide апа 
glibenclamide appear to cause severe hypo- 
glycaemia more often than tolbutamide, but 
hypoglycaemia may occur with any sulphonyl- 
urea. Experience with newer agents is limited, 
and they should not be assumed to be safer 
in this respect than tolbutamide. A diagnosis 
of hypoglycaemia should be considered in 
patients treated with a sulphonylurea who 
develop disturbed cerebral function. In elderly 
patients presenting with focal neurological 
signs hypoglycaemia can be confirmed by 
the neurological signs resolving when the 
blood glucose concentration has returned 
to normal. 


The incidence of hypoglycaemia induced 
by sulphonylureas is probably underestimated. 
The risk of sulphonylurea induced hypogly- 
caemia appears to be greater for some agents 
than for others. The lowest incidence is for 
tolbutamide. The incidence is similar for 
chlorpropamide and glibenclamide. 


The relative risk of sulphonylurea induced 
hypoglycaemia increases steeply with age, 


and other predisposing factors include reduced 
food intake and intercurrent illness. The 
effects of sulphonylureas may be potentiated 
by aspirin, blocking drugs, and preparations 
containing sulphonamides. 


Sulphonylureas stimulate insulin secretion, 
which may produce hypoglycaemia in non- 
diabetic people. Higher drug concentrations, 
and correspondingly higher insulin secretion, 
might be expected from preparations with 
long or variable elimination half lives. Chlor- | 
propamide has a half life of one or two days 
in patients with normal renal function and 
may cause hypoglycaemia lasting several 
days. Glibenclamide probably has a plasma 
half life of only two to three hours but has 
emerged as an important cause of prolonged 
hypoglycaemia; fatal cases have occurred 
with doses as low as 2.5 mg. a day. Prolonged 
hypoglycaemia with glibenclamide may be 
caused by an uncharacterised metabolite, 
accumulation of the drug in the pancreatic 
islets, and persistent effects on B cell mem- 
branes. 


Severe hypoglycaemia requires hospital 
admission, and successful treatment depends 
on recognising that its course is often pro- 
longed and that relapses are common. A 
bolus intravenous injection of 50% glucose 
should be given followed by an intravenous 
infusion of 10% or 20% glucose to keep the 
blood glucose concentration between 5 and 
10 mmol/1. Blood glucose and potassium 
concentrations must be measured often until 
they are stable. Regular monitoring should 
continue for at least three days. If it proves 
impossible to maintgin the glucose concen- 
tration in the required range adding hydro- 
cortisone (100 mg. every six hours) to the а 
infusion may help. Glucagon (1 mg. every 
six hours) by intramuscular inejction апа 
the hypotensive agent diazoxide (75-100 mgr 
every six hours) by continuous infusion may . 
be useful. It would be logical to use somato- 
statin or a longer acting analogue to prevent 
insulin release, and this has been successful 





Gleanings 


in cases of hypoglycaemia induced by an 
insulinoma. The elimination of chlorpropa- 
mide, but not of other sulphonylureas, 
may be greatly enhanced by forced alkaline 
diuresis. 


Sulphonylurea induced hypoglycaemia 
would be less common if sulphonylureas 
were used only. after dietary treatment had 
failed. Short acting drugs-for example, tol- 
butamide-should pe. prescribed routinely 
for susceptible “dividuals, particularly 
patients over 60. Treatment should be moni- 
tored with particular care in patients with 
impaired renal, cardiac, or hepatic function 
since hypoglycaemia in these patients often 
kills. Severe hypoglycaemia may occur in 
any patient treated with any sulpHonylurea, 
and this potentially life threatening com- 
plication requires prolonged and energetic 
treatment. 


(B.M.J. Vol. 296 2 April 1988] 
* * * 
Polycystic ovaries in childhood 


Polycystic ovaries are thought to cause 
25% of cases of amenorrhoea and 85% of 
cases of oligomenorrhoea and can be deteced 
in 95% of women with hirsutism. Further- 
more, the condition is probably the com- 
monest cause of delayed puberty or menarche 
or heavy irregular periods in teenage girls. 


During childhood two appearances of 
multiple cystic changes in the ovary may be 
recognised by ultrasonography. Multicystic 
ovaries, which contain more than six cysts 
with a diameter greater than 4 mm. distri- 
buted throughout. the ovary with no increase 
in stromal tissue, occur in normal girls before 
and during puberty. This is the ovarian res- 
ponse to the nocturnal pulsatile secretion 
of gonadotrophin. Polycystic ovaries, which 
are larger than normal and contain many 
small cysts often arranged circumf¢rentially 
with an increase in stromal tissue, are typically 


seen in women with the Stein-Leyenthal 
syndrome. (It is now recognised that this 
classic syndrome applies only to 4 few obese 
and hirsute women who also have. polycystic 
ovaries and menstrual irregularity). The 
initial description of cystic ovaries in child- 
hood as polycystic has caused confusion 
because this description probably applied 
to what we now call multicystic ovaries. 


Not all girls or wonten with polycystic 
ovaries have what is called the polycystic 
ovary disease or syndrome, although women 
with either polycystic ovaries or polyéystic 
ovary syndrome often have daughters with 
the same condition. In addition, we have 
observed the daughters of several suc 
whose ovarian morphology evolved ft 
normal multicystic pattern to a polycystic - 
pattern during puberty. Women with poly- 
cystic ovary syndrome often report delayed 
menarche, and the condition probably thus 
begins before or during puberty. The dis | 
order is clearly primarily an ovarian problem 
since polycystic ovaries have been desch ( 
in girls with gonadotrophin deficiency 4 
the age of 6 years. Only detailed longi ц 
ultrasound studies will determine the”) 


valence and natural couse of polycystic: “Жыз 
in children. But adolescent girls as well as 
adult women with polycystic ovaries have 
characteristic abnormalities of endocrine 
function that provide additional markers 
of the condition. 


Since polycystic ovaries are associated 
with delayed puberty and irregular heavy 
periods the question arises of what should 
be done about girls with polycystic ovaries 
detected on ultrasonography. Qur approach 
is pragmatic. We provide a A indu- 
ction of puberty for a girl who is suffering 
from the adverse effects of pubertal delay 
and for patients in the later stages of puberty 
with an irregular cycle we give, if necessary, 
the lowest, dose of cyclical oestrogen and 
progestogen treatment compatible with good 
cycle control. 


ce ee iati m 
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What is more difficult is to answer questions 
about the long term importance of the findings. 
Not all women with polycystic ovaries or 
indeed polycystic ovary syndrome have pro- 
_ blems with fertility; indeed, a condition that 


stroma and detect the typical distribution 
of follicles will put this syndrome increasingly 
before doctors treating prepubertal and 
adolescent grils. Children with- polycystic 
ovaries may broadly be reassured and treated 


occurs in almost a quarter of normal volunteers 
probably cannot be described as pathological. 
Yet we have evidence that polycystic ovaries 
associated with obesity reduce fertility. 


if necessary for their symptoms, but because 
of the effects of obesity on fertility we should 
warn them against excessive weight gain. 


The ability of ultrasonographers to recog- (B.M.J. Vol. 296 26 March 1988) 


nise the increase in ovarian volume and 


* * * * * * 


Magnetic resonance imaging has shwon changes in the brain after electroconvulsive 
therapy: the spin lattice relaxation time rises after the fit reaching a maximum after four to 
six hours (British Journal of Psychiatry 1987;151:69-71). These results are said to be con- 
sistent with an extensive but temporary breakddouin of the blood brain barrier and a tran- 
sient increase in the total water content of the brain. No cumulative effects were observed- 
a finding consistent with the lack of any aapparent structural lesions at necropsy in а 
patient described in 1985 who had had 1250 treatments. 


(B.MJ. Vol. 295 25 July 1987) 


* * 


77 L€RD POISONING SEEN IN LV "SPEED USERS”. 


Lead poisoning is unusual in adults, usually a result of chronic industrial exposure. But 
o report in the July 24/31 Journal of the American Medical Association describes tuo cases | 
of acute lead poisoning in intravenuos drug abusers using illicit, inadequately processed 
methamphetamine (OR "speed") tainted with lead. John V. Allcott Ill, M.D. , of the UJestlene 
Health Clinic, Veneto, Oregon, and colleagues say both patients recovered after treat- 
ment, Physicians should know that acute lead poisoning may present itself in many ways 
quite different from those of chronic exposure, says the study. It adds that physicians 
“should know that" illicit methamphetamine can contain substantial amounts of lead, parti- 
cularly in the hands of unskilled-drug manufacturers-who are ignorant of the toxicities of 
the materials used. 


(Military Medicine. Vol. 152 Sept, 1987) 


P s * * * * * * 


Chinese surgeons have been very innovative in receent years; they introduced the 
concept of reattachment of severed limbs, they poineered chronic villus sampling, and nou 
(Chinese Medical Journal 1988:101 :28) they report a series of 14 patients with Rddision' s 
disease treated successfully by transplantation of adernal glands removed from fetuses. 


(B.MJ. Vol. 296 16 April 1988) 
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DEFIES GENERATION GAP 
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ARIES/AP/626-A 88 


| "Premature Baby - 
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* Electronic Digital Blood 
Pressure & Pulse meter. 
* Slide Projector 

* Haemometer 

* Haemocytometer 

* Counting Chamber 

* RBC/WBEC Pipette 

* Blood cell counter 

* Baby W.Balance 

` Pyrogen Testing | 
“Telethermometer | 
* Top Syringes 

* X-ray V Box 

* Stop Watch/Timer 


*Spectronic 20 B & L 

ТЫ ДОУ 

*Erma Colorimeter 
“Microscopes: А 
" Monoculer/Binocular . 

' Centrifuge Machine. 

* Autoclave 

*Sterlizer etc. - 

"Glucose Colorimeter 


‘Incubator... _ __ 
*Hot Plate, Water Bath 
Oven, Incubator etc. 

* Deloniser 

' Analytical Balances 


Contact: Ph. 8110973 


LAB - INSTRUMENTS 
78-A, Jagannath S.Seth Road 
'Ratnadeep', 1st Floor 
(Near Roxy, Opera House) 
BOMBAY - 400 004. 


"THE ANTISEPTIC AUGUST ‘88 





ASTHMA VACCINE 


. College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is 
available. for ready supply to the Medical Profession in India. 


The vaccine is: 


*Broad Spectrum *Slow desentising agent 
*Most effective in; (i)Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 


Available in phials of 10 ml. only. 


Price: Fast Active Type  : Rs.195/- per phial. 
Retard Active Type: Rs.590/- per phial. 
Kindly send full money in advance by DD/MO payable to Gen.Secretary, College of Chest Physicians. 


MEMBERSHIP/DIPLOMATE/FELLOWSHIP CERTIFICATION 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 


Fees schedule: 


Membership (MCCP) - Rs.350/- Diplomate (DCCP) - Rs.500/- 
Fellowship (FCCP) - Rs.600/- Life Membership - Rs.750/- 
Life Fellowship - Rs.1000/- Renewal Fee - Rs.100/- year 


Minimum eligibility: MBBS 


Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
which will be evaluated by the credential committee. 


For details contact: 

Secretary General 

College of Chest Physicians 

P.O. Box 6551, B-9, Tagore Garden, New Delhi-110 097 
Phones:509904 » 


PROP ОҒ: STAR 
LABORATORIES 


CONDUCTOR: STAR 
PHARMACEUTICALS 
Regd. Office: 
34-B.. Drug: House. 
Proctor:Road. 
Bornbay-400 007 
Tel: 352256. 380034 
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|. — ESKOLD' 
COUGHS 00, 


| and associated symptoms _ 
Don't Come Alone 


FORMULA: Each teaspoonful (5ті) contains: || 
Masks intr ide i tee СЗ Ata 10.0mg, 
Diphenylpyraline Hydrochloride I.P. 1.5mg, Guaifenesin 
U.S.P. 50.0mg, Paracetamol l.P. 120.0mg, Alcohol (98%) 
I.P. О.5ті, in a pleasantly flavoured sorbitol base. 
INDICATIONS: For symptomatic relief of cough and cold. 
RECOMMENDED DOSAGE: Adults and children over 
12 years: 1-2 teaspoonsful (5-10ті) every 6 hours. 
Children over 6 years: '/5-1 teaspoonful (2.5-5mf) every | ‘ 
6 hours. Children from 1 to 6 years: 74- 1/5 teaspoonful 
(2.5ті) every 6 hours. 


ESKOLD'.... 


The formula you can trust 
Further information is available on request: 
P.B. No. 2, Bangalore 560 049 


SKOF 
ESKAYEF 


PHARMACEUTICALS 


OEskaye! Limited 
Licensed user of Regd Trade Mark® 


Our concern for 
NUTRITION, INFECTION 


& DISEASE 


Found its expression in 


PROVISAR — Granules and Syrup 
AMPISAR — Capsules and Drysyrup 
TRIMSAR D S — Tablets and Paediatric Suspension 


SARVODAYA LABORATORY 
54/57, Siddhapura Ind Estate, S. V. Road. 
Goregaon (West), Bombay-400 062 
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| 12 Packets of C. T. T. 
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100%. SAFE 
100% EFFECTIVE ABORTIFACIENT 


jl Widely accepted safe and sure method 


of M. T. P. 


i Dilates cervix automatically, expels 
i 


product of conception without compli- 


i i cations within 6-24 hours. 


ll PRESENTATION AND PRICE 

M TPacketof10 N. T.T. Вз. 35-00 
i Rs. 360-00 
Taxes and other charges extra. 
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A 


| CEA TANGLE TENT a 
[| PAINLESS CERVICAL DILATOR | 


| o Sterilisable like imported Laminaria 
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© Complete cervical dilatation within 
6 hours. 

© Causes no scratches on cervical 
tissues. 


. PRESENTATION AND PRICE 
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Rs. 450-00 
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Clinical Trial Reports are available on 
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British Medical Association 
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Angina of anger 


It is well known that among the factors 
associated with predisposition to ischemic 
heart disease, is the type ‘A’ personality. 
Through the ages, many famous and successful 
men, obviously type A people, have suffered 
from anginal attacks. Here is the story of an 
illustrious man of medicine, whose personality 
was typically a “coronary candidate.” John 
Hunter (1728-1793) was a multisided person- 
ality ; he was a surgeon, anatomist, pathologist, 
geologist and teacher in England. He had 
a passion for research which led him to dis- 
regard his practice and even the law. When 
the Irish giant (pituitary gigantism) О” Brien 
learned that Hunter desired his skeleton for 
a museum, he willed that his body be sunk 
at sea in a coffin. But Hunter was not to be 
denied. He bribed the body-watchers and 
finally obtained the body at a cost of 500 
pounds! 


In 1767 he experimentally inoculated 


himself with gonorrhoea and syphilis, treated 
himself with mercury for three years and 
was apparently cured. Hunter had feelings 
of inadequacy about his education and speak- 
ing ability but this did not deter him from 
being hard-driving and abrupt with his collea- 


gues and estrangements were not uncommon. 
He was quite conscious of his temper and 
of the fact that it caused him pain. He said, 
“My life is in the hands of any rascal who 
chooses to annoy and tease me.” Edward 
Jenner, an illustrious pupil of Hunter wrote 
to Heberden that his teacher was affected 
with symptoms of angina pectoris. Jenner 
was so concerned about his teacher’s emotion - 
related condition that he deliberately can- 
celled publishing a paper on angina pectoris, 
fearing that Hunter might read it and have 
his fears excited by its formidable course. 


Hunter proved himself true when the 
attacks became more frequent as did his 
emotional outbursts. On October 16, 1793, 
he attended a meeting of the St. George’s 
Hospital staff; while defending the mterests 
of several students, he was contradicted and 
thoroughly antagonized. The pains of angina 
commenced, an excruciating pain at the apex, 
with a simultaneous severe sore throat. He 
started toward another room, gained it and 
fell dying into the arms of his physician 
brother-in-law Dr. Everard Home. In retros- 
pect, the anginal attack might have been a 
massive infarction to which Hunter succumbed. 


(Dr. М. Hariharasubramanian, M.D.,Ph.D..,) 


Xo osos 


Я man with inoperable carcinoma of the pancreas has steaotomhoea which improves 
when he takes oxytetrocydine for exacerbations of chronic bronchitis. What effect does 
tetracycline have on fat absorption? 

Improvement of steatomhoea during treatment with oxytetracycline suggests that 
bacterial overgrowth in the small intestine may be at least partly the cause of the fat 
malabsorption. Becterial overgrowth may have many causes induding stasis, which may be 
due to structural abnormalities such as a blind. loop A palliative procedure such as а 
gastroduodenostomy for carcinome of the pancreas could produce such an abnormality. 
If this were the case metroftdazole would be an alternative treatment. Tetracyclines have 
also been reported as causing fat malabsorption and steatorhoea. 

(B.MJ. Vol. 31 October 1987) 
xc c e fo Ж 


іп the “New England Journal of Medicine" (1987;317:581-8) there is a report Of the 
treatment of patients with acute myocardial infarction with the thrombolytic agent, tissue 
plasminogen activator. The patients were examined after 90 minutes by angiography and 
then randomly assigned to immediate or delayed (by 10 days) angioplasty. The incidence 
of reocdusion in the two groups was the same. Goodness alone knows what Is the cost of 
these "state of the art" treatments. 


(B.M.J. Vol.295 19 September 1987) 
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A 40-year old woman presents with severe 
colicky abdominal pain, nausea and vomiting 
coming on intermittently during the past 
several months. Examination reveals diffuse 
spasm, fever, tachycardia and leukocytosis. 
There are no localising signs. She also com- 
plains of fleeting paraesthesias in the limbs. 
The patient has had operations for suspected 


$^ 
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stones. She has also been under psychiatric 
care for multiple vague “neurotic” symptoms, 


‚ on and off. Several members of her family 


too have similar problems but no clear diag- 
nosis has been established. A sample of 
patient’s morning urine turns black, after 
being kept in the rack by an open window 
in the lab. What is the diagnosis? 


(but not proven later) appendicitis and gall- 


ж ж * * * * 


Answer for the “case of the Month” - July '88 
The diagnosis is Hashimoto’s thyroiditis. 


Several notifications of eye pain and blurred vision associated with treatment with 
nifedipine were received by New Zealand's Intensive Medicines Monitoring Programme. 
€ye pain was significantly more common in patients taking nifedipine compared with 
patients taking captopril. This is a new finding and may be related to ocular vasodila- 
tation. 


(B.MJ. Vol. 296 16 April 1988) 


In the “Journal of the American Medical Association” (1988;259: 1823-33) appears 
yet another report of the influence of oral contraceptives on a woman's chances of 
developing breast cancer. This one is negative and reassuring-but in common with all 

. other studies it could not rule out a long term effect with o latency of more than 15 years. 


(8.MJ. Vol. 296 16 April 1988) 


* 


> 


Two of the most common sorts of cancer іп young men are tumours of the test is and 
Hodgkin's disease. A group at the MD Andaerson Hospital in Texas has nou suggested 
(Journal of Urology 1988; 138: 308-10) that both conditions may be due to an abnormal 

. response to the Epstein Barr virus, the cause of glandular fever (infectious mononucleosis). 


(B.MJ. Vol. 296 19 March 1988) 
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| ECG Quiz | 


A middle aged man presents with acute, 160/110 mm. Hg and S3 and S4 gallops are 
substernal pain. His pulse is 100/mt, В.Р. ^ heard. What does the ECG reveal? 


i : € 
(211: ЕВ; Е * 41 n T' . ^ З ` 
nn H "m „эф ilde- de СИ: 2:7» i 


(Compiled by Dr. N. Hariharasubramanian, M.D., Ph.D.,) 


(We invite answers from our readers for 
E.C.G. Quiz as well as Case of the Month) 





Answer for July '88 ECG Quiz 


1. Wide ORS, broad late S in У;, У, and I, and RSR in У, = Right Bundle Branch block 
(RBBB) | 


2. Marked left axis deviation of QRS (-30°) in the presence of RBBB = Left anterior hemiblock 
3. SV, + КУ; = 34 mm. 


| = Left ventricular hypertrophy 


RI + SUI = 23 mm. 
CORRIGENDUM 


Due to oversight the answer for the “E.C.G Quiz” of June '88 issue was not published 

in our July issue. The same is given below. We regret the inconvenience caused 
in this connection 
Answer to the ECG Quiz of June '88 

КІ--5Ш > 21 mm. 
Ravl = 16mm. 
SV,+RV; = 36 mm. 
Atrial Rate 240/min 
Ventricular Rate 120/min 2:1 А.У. conduction (See У, Strip). 


Left Ventricular Hypertrophy 


THE ANTISEPTIC e AUGUST 1988 





The correct entries received — —————————— ————————— — — — — —— 
for the quiz published in our June 1988 issue. WE WELCOME QUIZ MATERIALS 
FROM OUR READERS 
WITH CLEAR PHOTOGRAPHS 


1.DR.B.Rajanna 5 DR.M.S.Manohar 
Belagur, Hosadurga | New Mahailpatty Road, 
Chitradurga,Karnataka Madurai, Tamil Nadu 
2 DR.Jagjit Singh " 6.DR.Nilofer Khader 
5/A 1/2Model Town,Patiala Shabana Maternity Home 
3.DR.S.Ramu Pattukkottai, Tamil Nadu 


Govt.PHC, Vadipatty T DR.DayaSankar 
Tamil Nadu Nawalgarh -333042,Rajasthan | 


4 DRP Dravidamani 8.DR.C.Ramesh 
Arun Clinic,Kariapatti 740,T.H.Road, Madras, 
Tamil Nadu Tamil Nadu 


ж ж ж Ж: М Ж 


Correct answers received 
for the "Case of the Month" 
-June '88 


1.06.5. Ramu 

Govt PHC, Vadipatty 

Tamil Nadu | 
2.DR.P._Dravidamani 

Arun Clinic, Kariapatti 

Tamil Nadu 
3.DR.C.Ramesh 

740,T.H.Road, Madras 

Tamil Nadu 

* * * * 


Correct answers received 
for the 'E.C.G. que 
-June '88 


1.DR.J. Madhava Rao 5.D 
38,New St. Karur-639 001 BNIPOORVIISS 
стаду Kodi - Shalimar Bagh, Delhi 52 
ele оо пова 6.DR.Niloufer Khader 
n Shabana Maternity Home 
3.DR.Nedumaran Pattukottai 
Govt.ESI Dispensary Tamil Nadu 
асин Dist es гын: 
re Dis 740 T.H.Road, Madras 
4 DR.E Frederick : Tamil Nadu 
асат x 8.DR.Jagdish Prasad 
p Hospita , LDA Colony PO:Alambagh 
Valparai -642 127 Lucknow, U.P 
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Megi-Quiz | 


Barotitis is: 

A. Inflammation of the carotid sinus 

B. Inflammation of joints during mount- 
aineering 

C. Inflammation of ear due to sudden 


changes in barometric pressure. 


Acnemia is: 

A. Air-trapping 

B. Wasting of calf-muscles 

C. Widespread acne in the face. 


Calcaroid 15: 

A. Myositis Ossificans 

B. Calcium-like deposit in brain ` 
C. Calcified lymph node. 


Echinosis is: 

A. Crenation of red blood cells 
B. Infection with echinococcus 
C. Hirsuitism. 


Furfur is: 

A. Alcoholic intoxication 
B. Coated tongue 

C. Dandruff 


Match the names of urinary calculi in 
column I with their chemical compo- 
sition in column II. 


I П 


1. Whewillite А. Crystallized calcium 
carbonate phosphate 
2. Weddelite В. Calcium Oxalate 
dihydrate 
3. Carbapatite С. Ammonia-magne- 
sium phosphate 
hexahydrate 


4. Struvite D. Calcium Oxalate 


For the following questions, mark 
if 1.2 and 3 are correct 
. if 1 and 3 are correct 
. if 2 and 4 are correct 
. if only 4 is correct 
. If all are correct 
. Anabolic hormones include 
1. Testosterone 
2. Prednisolone 
3. Insulin 
4. Dexamethasone 


In diabetes mellitus, glycosylated 
haemoglobin (Hb. A>): 
. Is absent 
. Reflects blood sugar control in the 
preceding 3-4 weeks 
. Is present in the plasma 
. Is not useful in day-to-day moni- 
toring of insulin. 


Auto-immune diseases of nervous 
system include 

1. Myaesthenia gravis 

2. Multiple sclerosis 

3. Guillain Barre Syndrome 

4. Acute allergic encephalomyelitis. 


Match the antigens in column I with 
diseases of antibodies against them in 
column П. 


I П 


. Rheumatoid 
factor arthritis 

B. Red cell 
antigens 

C. Immunoglo- 
bulin G (IgG) 

D. Mitochondria 


A. Intrinsic 


. Primary biliary 
cirrhosis 

. Autoimmune 
haemolytic anemia 

. Pernicious 
anaemia. 





NYLABS 


(A Sister Concern of NYMPH Laboratories) 
(FOR EXCELLENT RESULTS) 


Quality of our products have been approved by the Trade, Medical Authorities and the 
Profession throughout the country and abroad. 


PRODUCT NAME COMPOSITION PRESENTATION 
Tablet/Capsule) (Each Tablet/Capsule Contains) 


APEECI Aspirin LP. 150 mg. 10 x 10strip 
Tablet Paracetamol Р. 250 ma. 
Caffeine ЕР. 15 тд. | 
BUTACETAMOL Phenylbutazone B.P. 125mg. 5 x 100 tabs. 
Tablets Paracetamol р, 250 mg. 10 x 10 strip. 
DILOSOLE Diloxanide Furoate ‚Р. 250 mg. 5 x 100 tabs. 
Metronidazole ІР. 100mg. 
Quinine Sulphate P. 16 та. 5 x 100 tabs. 
Paracetamol LP. 250 та. 
Oxyphenbutazone Р. 100 mg. 5 x 100 tabs. 
Tablets Paracetamol LP. 250mg. 10 x 10 strip. 
Diazepam T 2.5 mg. 
THIODRIPAM Thiphylline Р. 35 mg. 10 x 10tabs. 
Tablets Ephedrine Hel. А А 15 тд. 
2 mg. 
SULPHASOMIDIN cotta ale iran 0.5 mg. 10 x 10 tabs. 
Tablets 
TRIMETHOPRIM Trimethoprim ЕР, 160 mg. 100 tabs. 
SULPHAMETHAXAZOLE Sulphamethaxazole 800 ma. 
D/S Capsule Shape 


For Further information please write to: NYLABS 
162, Senapati Bapat Marg, Opp: Phoenix Mills, 
Lower Parel, BOMBAY - 400 013. PHONE No.: 4937501 


FOR PROMPT SYMPTOMATIC RELIEF FROM ALLERGIC 
MANIFESTATIONS 


PHENERGAN 


Promethazine Hydrochloride 


Long acting antihistamine 


х URTICARIA 

% ANGIONEUROTIC OEDEMA 

% VASOMOTOR RHINORRHOEA 
% ALLERGIC RHINITIS 

% OTHER RELATED CONDITIONS 


Presentation 
Phenergan 10 mg. tablets: Each tablet contains 10 mg. Promethazine Hydrochloride 

Phenergan- 25 mg. tablets: Each tablet contains 25 mg. Promethazine Hydrochloride 

Phenergan Injection — 2 ml. ampoules: Containing Promethazine Hydrochloride 2.596 solution 
Phenergan Elixir in bottles of 125 ml. & 500 ml.: Containing 5 mg. Promethazine Hydrochloride per 5 ml. 


MAY & BAKER (INDIA) LIMITED 
RA &B & Bangalore е Bombay e Calcutta e Gauhati e Hyderabad 
May Baker Indore е Jaipur e Lucknow е Madras е New Delhi e Patna 
REGD. OFFICE: MAYBAKER HOUSE, WORLI, BOMBAY 400 025. 
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Time: 2.30 P.M. 

to 7.00 P.M. 
Phone: Off:319388 
ESTD: 1950 


JAVERI BROTHERS 
239, Mangaldas Building 
3A, Mangaldas Road 
Princess Street, BOMBAY 400002 


Time: 7.00 A.M. 
to 10.00 P.M. 
Phone: Res: 8111651 


Wholesale dealer in Drugs, patent medicine and Surgical 
We supply All items required in the dispensary and Hospital 
and Ch. Disp Terms: By V.P.P. or Bank through 

| Free: One Ball реп free on order worth Rs.200/- 
One Wilson Ball Pen free on order worth Rs. 1000/- At a time 


Oxy Tetracycline 100 32/- 1000 310/- 
"eye oint per Doz. 7/50. Skin Oint. 12/50 
Chloramphenicol 100 36/50 1000 360/- 
" Inj. 20 ml. 7/50 per 86/- 


" Ear drops. per doz 12/- eye oint. 7.50 applicap : 


100 7.50 

" Strep 100 43/- 1000 425/- 
Ampiciline inj 500 mg. 4/- 100 Bulbs 350/- 
" Cap 100 250 mg. 68/- 500 mg 50 c 70/- 
Doxycycline 100 c 70/- 
Oxytetracycline 30 ml. 6/50 Doz. 72/- 
Tinidazole 300 mg. 100 Tab 23/50 1000 230/- 
Co-trimoxazole T 100 25/50 1000 245/- 
" Child T 109 9/50 1000 82/- 
"D/S T 100 56/- 40 ml. Sy. 4/50 
Rifampin 150mg C 100 55/- 
Hydrocortisone Skin oint. doz. 27/- 
Neomycine Skin oint doz 8/50 
Sulphthiazole oint doz 17/50 
Antiasthmatic 100 T 12/50 500 T 60/- 
Aminophyline 1000 T 68/- | 
A.P.C. 1000 T 47/- Colour 48/- 
Aspirin 1000 T 30/- 5000 T 145/- 
Analgin 100 T 16/- 1000 T 145/- 
Antacid 500 T Sup. 16/50 M.P.S. 18/- 
Antispasmodic 100 T 6/50 1000 T 50/- 
Bisacodyl 100 T 5/50 1000 T 44/- 
Bethamethasone 100 T 8/- 1000 T 70/- 
Cal. Lac 1000 T 18/50 
Codeine Phose T 100 12/50 1000 T 108/- 
C.P.M. White T 1000 7/50 Colour 10/50 
Chloroquine T 100 18/50 1000 175/- 
Chlorodiazepoxide T 100 5/50 1000 42/- 
Cough (Aurvedic) 1000 T 18/- 
Dexamethasone T 100 5/50 1000 46/- 
"Oval T 100 5/50 1000 50/- 
D.E.C. 50 mg 1000 T 22/50 100 mg 42/- 
Dizepum 100 T 1/50 1000 8/50 

ji inol 300mg 100 T 16/ 1000 T 150/ 
Diphen hydro T 1000 T 12/50 
" Cap. 100 4/50 1000 35/- 
Ephedrine 15 mg. 33/- 1000 T 30 mg. 62/- 
Enzyme 100 T 6/50 1000 T 58/- 
Ethambutol 200 mg. 100 21/- 
Erythromycine T 90/- 
Frusamide 100 T 8/- 1000 T 74/- 
Furazolidone 100 T 5/50 1000 T 42/- 
Ferrous sulphate 1000 T 7/- 
Folic Acid 1000 T 29/- 
Garlicap 100 c 8/50 
Grisofluvin T 100 38/- 
Hemostatic 100 T 10/50 1000 T 90/- 
Ibuprofen 200 mg. 100 T 14/- 1000 T 135/- 
Indomethacine 100 C 7/- 1000 C 60/- 


Imipramine Hydro 100 T 9/- 1000 T 85/- 
Loperamide 100 T 7/50 70/- T 

Mebendazole 100 T 10/- 1000 T 92/- 
Metronidazole Plain 100 T 10/50 1000 T 105/- 
"S/C 100 T 11/50 1000 T 108/- 

Multivit 1000 T 13/50 Sup. 33/- 


- Metoclopramide 100 T 4/- 1000 T 34/- 


Magnesium Trislicate 1000 T 15/- 
Nitrofuratin 100 T 6/50 1000 T 58/- 
Oxyphenabutasone 100 T 6/50 1000 T 60/- 
Phenylbutazone 500 T 19/50 

Paracetamol White 1000 T 58/- 

" C.P.M. Coloure 1000 T 60/- 

Paracytamol 1000 tabs oval 64/- 
Phenaremine Maleate 100 T 4/50 1000 T 33/- 
Prochlorperazine 100 T 3/50 1000 T 30/- 
Prednisolone 100 T 14/50 1000 T 132/- 
Piperazine Phosphate 1000 T 45/- 
Jaylargan 100 T 23/- 1000 T 220/- 
Sodamint White 5/50 Pink 6/50 
Salbutamol 2 mg. 40/- 79/- 4 та. 
Sulphasomidine 1000 T 155/- 
Sulphadimidine 1000 T 180/- 
Sulphaguinidine 1000 T 135/- 
Trifluoperazine 1 mg. 1000 T 16/- 10 mg. 40/- 
Triflupromazine 10 mg. 100 T 7/- 1000 T 63/- 
Vit. B Comp. Plain 14/50. Forte 28. 

"S/C round 1000 T 16/50 oval 17/50 

" caps 100 6/- 1000 50/- 

Vit A & D caps. 1000 20/- 

Vit C 50 mg 22/- 100 mg. 1000 T 40/- 
Injection 

Analgin in 30 ml-6/00 Doz. 70/- 
Chloroquine Phosphate 30 ml. 3/50 Doz. 39/- 
C.P.M. 10 ml Doz 10/- 

Coll. cal c Vit D 15 ml Doz. 14/- 

"""cVitB 12Doz 20/- 

Distill Water 100 A x 5 ml 23/- 10 ml 41/- 
Dexamethason 2ml. Doz. 24/- 10 ml. 84/- 
Diazepum 10 ml. Doz. 12/- 

Paracytamol 10 ml. 3/- Doz. 28/- 
Gentamycine 2 ml. Doz 28/- 100 bulb 200/- 
Tetanus Toxide 15 ml. Doz. 40/- 
Triflupromazine 10 ml. Doz. 16/- 

Vit. B Comp. 10 ml. Doz. 17/- Forte 26/- 
Vit. B 12500 mic. 10 ml. Doz. 24/50 

Vit. Bl B6 B12 10 ml. Doz. 41/- 

Adrenalin 10 Amp. 7/- 100 Amp.33/- 
Atropine 10 Amp. 7/- 

Bandages 1" 2/502" 5/- 3" 7/50 4" 10/- 
A.G. Sy. 2 ml 8/505 ml.10/50 

A.G. Needles 8/50 Sup. 12/50 
Gentamycine Eye-ear Drops. Doz.15/50 


Out of Maharashtra Taxes extra. 
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| Word Search Puzzle 


Quiz on Tropical diseases 


Features compiled by: 


Пт. Ketan Yagnik мв. B.S., 
3, “НагіКтира,” 

Nilkanth Nagar, 

Kankaria, 

Ahmedabad - 380 022. 


Solving Instructions: - 


All the clues pertain to tropical diseases. 
you have to solve the clues and then locate the 
answers which are hidden in the grid. The 
answers can start from any square and conse- 
cutive letters lie in a straight line which can be 
in any direction. Words may overlap each 
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Clues: 


1. This is the diagnostic laboratory test for 
infectious mononucleosis. 


2. Stools contain blood and mucus 


3. This agglutination test is used for the ѕеге- 


logical diagnosis of rickettsial diseases. 
. 4, Craving for eating of earth (soil) or clay. 


5. Characteristic feature of rabies in which 
there is fear of drinking of water. 


6. This disease which leads to disfiguration is 
also less commonly known as Hansen’s 
disease. 


. The anopheles mosquito transmits this 
disease to man, causing fever and ngor 
at regular intervals. 


. Appearance of these spots on the buccal 
mucosa is the characteristic feature of 
measles. 


. This communicable disease is caused by 
P. Pestis and transmitted to man by the 
bite of infected rat fleas. 


. This stain is used in staining malarial 
parasites. 


. This disease is clinically characterised by 
painful muscular contractions of masseter 
and neck muscles followed by spasm of 
other muscles. 


. Also knewrl as whooping cough. 


. Abbreviation of an antileprosy drug. 


. Abbreviation of the virus causing trachoma. 

. Abbreviation of a very dangerous com- 
plication of P. falciparum malaria, asso- 
ciated with treatment with quinine 

. Abbreviation of the disease also.known as 
glandular fever and caused by Epstein- 
Barr virus. 

. Niclosmide is the drug of choice in case 
of infestation with this worm. 

. Levamisole is considered drug of choice 
in case of infestation with this worm. 

. This water borne disease is characterised 
by rice water stools. 

. Abbreviation of the bodies, demonstration 
of which is an important diagnostic sign 
of Kalaazar. 
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Word Search Puzzle 
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Ground linseed is used os a laxative. Is it safe and how does it act? 


Linseed oil is used as a purgative in horses and cattle, and linseed itself has been used 
as a laxative in man in a dose of one or two 5 ml. spoonfuls: The seeds are thought to act 
mainly as a bulk laxative but the fact that linseed oil itself has a laxative effects suggests 
an additional mechanism. | can find no evidence that the oil has a stimulant effect on the 
bowel so perhaps it acts merely as a lubricant and faecal softener. Linseed does not 


seem to have any adverse effects when used medicinally-Linda Beeley, consultant clinical 
pharmacologist, Birmingham. 


(B.MJ Vol. 296, 12 March 1988) 


* 


1-D; 2-B; 3-A; 4-C 
B (1,3) 
C (2,4) 
E (all) 
A-, B-3, C-1, D-2 
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List of Institutions imparting diploma course in pharmacy 


Kerala. 


Exam. | Authority 


Board of Examiners, 
Director, College of 
Pharm. Science, 
Medical college, 
Trivandrum. 


T.D.Medical college, 
Alleppey, 
Kerala, 688 005 


Calicut Medical college 
Calicut, 
Kerala, 673 001 


College of Pharmacy, 
Lisie Hospital, 
Ernakulam, 

Kerala 682 018. 


College of Pharm. Sciences, 
Medical College, 
Trivandrum, 

Kerala 695 001 


Kottayam Medical college, 
Kottayam, 
Kerala, 686 001 


Caritas College of Pharmacy, 
Kottayam, 
Kerala, 686 001 


Mannam College of Pharm Sciences, 


Mannam Nagar, 
viyyoor, Trichur, 
Kerala, 680 010 


John Enoch College of Pharmacy, 
Nedumeayd Karmama, 

. Trivandrum, 

Kerala. 695 002 


485 


Fathima College of Pharmacy, 
Azad Buildings, 

Quilon, 

Kerala. 695 013. 


Ayisha Majeed College of Pharm. 
Vavvakkavu, 

Karunagappally, 

Quilon. 


Madhya Pradesh. 
Exam. Authority 


Board of Tech. Education, 
М.Р. Bhopal. 


S.V.Govt. Polytechnic, 
Bhopal, 
M.P. 462 001 


Govt. Polytechnic, 
Jabalpur, 
M.P. 482 001 


Orissa 
Exam. Authority 


Orissa State Board of Pharmacy, 
New Nandankannan Road, 
P.O.Sainik School 
Bhubaneshwar, 

Orissa, 751 005 


College of Pharm. Sciences, 
P.O. Mohuda, Dt: Gunjam, 
Berhampur, 

Orissa, 760 001 


S.C.B.Medical Colleges, 
Cuttack, 
Orissa, 753 001 
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Prospects 


_ Secmanta Mahavidyalaya, 
(Pharmacy course) — E 


Jharpokharia, Dt:Cuttack, - T 


ір Ag 


aris 23 52 
enti: 


Orissa, 757 085. 


Salipur Peo) 2 p 
Sallpur, Dt: Cuttack, 
Orissa è e HE 


У И, 
В > 
` А? ( 


Sidilheswar. College, UND 
Amarda Road, Ң | | 
РО: Balasore, НЕЗ 
Orissa, 750 LAE 


у 


Капак Manjari institute и 


Pharm. Sciences, 


ЫА, 5 & 6, Sector -20, ees y ы 


Rourkela 769 005 


~l 


SA ioie College of Edct 
and Technical | E 
Jayadova vihar-AUPO - 

Via: Balianta, Naharkanta, 
Dt: Puri, ой а 


еу 1 
Exam. Authority | 


Rajasthan University Jaipur 


Public Health Training Inst, 


S.M.S. Medical college campus, 


Jaipur, 302 004 


Bhupal Noble's College, 
Old station road, 
Udaipur, 2, 
Rajasthan, 313 001 


Pharmacy пері. 


Lachoo Memorial College of. Sciences, ай 


Jodhpur, 
Rajasthan, 342 001 
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Pharmanand Degree College 
Faculties of Agriculture, 
~ Commerce and Pharmacy), 

г байи, Dr.Sri ganga nagar, 


a fel. See › 
z 


Maharashtra 
ЕЗ N.D.T. Womens, University, 
MEA ES Bombay. 
T d S RESET. 
> Mis pP ана: Vithaldas Polytechnic, 


АҒ ЖАУ А Ж 


а / b “: tn a | 
E iet b jum Ws 6. N.D. T.Women's University) 


ЖАТ? - Sir Vithaldas Vidya Vihar, 
spi E^ ЕЯ Road, Santacruz (west) 
M y . Bombay, ts 

ih) А (M 5. 400 049. 


Exam 


E 


‘Authority. 


B Director Ani ices 
eres Service (Min. of Defence) 
e. NS 110 001 


ж. UN Аё; 
Mot. 1 


Exam ‘Authority 
и of Tech. Exams., 
5% Mahapalika Marg, 

. Bombay, | 

SE M.S. 400 001 


. Dept. of Pharmacy, 
. Government Polytechnbic 
Amravati, 444 603 


-Kamala Nehru Polytechnic, 

Sie - (Pharmacy) P.B.No.65, 
т Por . Rouza Bagh, 
js _ Aurangabad, 431 001 
gU Ld 

- Department of Pharmacy, 

_ Government Polytechnic, 
үз ЕТІ 425 001 


PO College of Pharmacy, 
Karad, 415 110 





^  Akola, 











Prospects. 


M.G.Vidyamandir Inst of Indul & 
Pharm. Technology, 
22 Panchvati, Nasim, 
~~. MS 422 003 


- K.M.Kundnani 
Pharmacy Polytechnic 
Opp Railway station 
Ulhasnagar, Dt.Thana, 
421 003 


Bharati Vidyapeeth's 


З a - Poona college of pharmacy, 


Erandvane, 
Pune, 411 038 


Institute of pharmacy, 
Miraj Medical centre, 


.— . Miraj, 416 410 


— Geetadevi Khandelwal 
| Institute of Pharmacy, 


Godbole plots, 
M.S. 444 002 


Institute of pharmacy, 
Clo D.Ed.. College, 
New Mahadwar road, 
Kolhapur, 

M.S 416 001 











Channabasweshwar Polytechnic- 
College (D.Pharmacy) 
Latur, Dt.Datur, 414 512 


Institute of Pharmacy, 
P.B.No.123, IInd floor, 
Industrial Building, Qidwai road, 
Malegaon, Dt.Nasik, 423 203. 


Institute of Diploma in Pharmacy, 
Atre-Lay-out, Behind Tatiya 

Topa nagar hall, 

Nagpur, 

M.S 440 002. 


College of Pharmacy (Polytec) 
Shri Siddeshwar Mandir, 
Siddeshwar Peth, 

Solapur, 

M.S 410 001 


College of Pharmacy, 
Nilanga, Dt.Datur, 
413 521 


Padmashri Dr.Vithalrao Vikhe-Patil 
Institute of Technology and 
Engineering, (Polytechnic) 
Post Loni Tal. Shrirampur, 
Pravarnagar, Dt. Ahmednagar, 
413 713. 


Flecainide, ocular myopathy, and antinuclear rash of butterfly distribution. IgM antinuclear factor 
factor. was positive at 1/128. The symptoms, oculomotor 
abnormalities, and positive ANF disappeared within 
А 38 year old woman with mitral valve prolapse and three weeks of withdrawal of the drug. This suggests 
ventricular extrasystoles resistant to disopyramide that flecainide (as well as procainamide) may induce 
developed painful eye movements after flecainide 100 clinical and serological lupus erythematosus. The 
mg twice daily for one week. The pain resolved on Committee on the Safety of Medicines has received 
.. withdrawal of the drug, but the arrhythmia recurred. по other reports of such a reaction. | 
Flecainide was restarted at 200 mg twice daily. Eye 
pain recurred with lateral rectus spasm and a facial (B.M.J. Vol.291 17 August 1985) 





New Eye-sight Techniques 


Dr. Brett Holiday FRCS 
Lecturer in Clinical Ophthalmology 
Moorfields Eye Hospital, London. 


Each year people from all over the world 
are among the outpatient attendances, which 
total more than a third of a million at the Moor- 
fields Eye Hospital, close to the east end of 
London. 


Harold Ridley of Moorfields implanted his 
first intra-ocular lens in 1949. Recently techni- 
cal developments have made lens implantation 
a thoroughly safe and routine procedure. The 
design of the lenses is constantly improving 
and recently soft implants have been tried. 
It is possible to fold them to enable insertion 
through much smaller incisions than those 
required for standard implants. The advantage 
is that with a smaller incision the eye should 
heal faster. 


Refraction Correction 


Another new idea undergoing trials is an 
implant that absorbs the wavelengths of light 
at the blue end of the spectrum, so protecting 
the retina from the possible harmful effects 
of such light. 


Just as an implant in the eye can change 
the refraction of that eye and so eliminate or 
lessen the need for spectacles after cataract 
surgery, so other surgical techniques are being 
developed to change refraction in patients 
who do not have cataracts. There is popular 
demand for this kind of surgery from people 
who prefer not to wear spectacles. 


However, no operation is completely with- 
out risk and it is important that any patient 
who has this surgery realises that it is not a 
trivial procedure. There is inevitably a risk, 
however small, that the operation will cause 
serious ocular damage. 


Radial keratotomy can correct low or 
moderate amounts of short sight. Deep radial 
cuts are made in the cornea, sparing only the 
central 3 or 4 mm. Unfortunately the degree 


of refractive correction obtained is relatively 
unpredictable and quite a lot of patients 
experience troublesome glare and daily vari- 
ation of vision. Despite this, most are very 
pleased with the improvement in their un- 
corrected vision. 

Shaping Frozen Cornea 

Epikeratophakia is a relatively new techni- 
que where a frozen donor cornea is lathed to 
the shape of a contact lens. This lens is then 
sewn on to a patient's cornea and it becomes 
permanently incorporated - a so-called “living 
contact lens". 

The technique, developed by Professor 
Kaufman in New Orleans, can correct both 
long and short sight. Contact lenses are almost 
always preferable to this kind of surgery but 
where they are not possible, epikeratophakia 
provides a relatively safe surgical alternative. 


Most patients who undergo. epikera- 
tophakia have had cataract extraction in any 
eye where an implant is not technically pos- 
sible. Most epikeratophakia lenses so far have 
come from the United States, but we have 


developed our own manufacturing unit at — 


Moorfields, based on a cryolathe originally 
used here in the 1960s. 


Epikeratophakia is a safe procedure and if 
there is a problem in the sewn-on lens it is 
quite possible to remove it, leaving fhe pati- 
ent's cornea more or less undamaged. 


Glaucoma Treatment 


The excimer laser has exciting potential 
for refractive surgery. It uses invisible light to 
vaporise selected areas of cornea and does not | 
damage the surrounding tissue. Professor 
John Marshall at the Institute of Ophthalmology, | 
associated waith Moorfields Eye Hospital, x 
as a world leader in the development of the 
excimer laser. | 





Brief Communications | 


In the future it may be possible to program 
a computer with the desired change in refra- 
ction, including any astigmatic error, then 
allow the computer to control the laser beam 
as it modifies corneal curvature to the required 
amount. 


Before such a system is in clinical use, 
technological developments are needed in the 
optics of the laser delivery system and in 
devices to measure precisely the changes in 
corneal curvature as they occur. Experiments 
are also needed to see what possible long-term 
complications may result, but in time the 
excimer laser could well replace radial kerato- 
tomy and other forms of refractive surgery. 


In glaucoma, raised pressure within the 
eye slowly damages the optic nerve causing 
- gradual loss of vision which may eventually 


progress to blindness. Traditionally most 
new cases of glaucoma are treated with eye 
drops but if these fail to control the pressure 
then surgery may be needed. 


More recently a third type of. treatment 
has become available. A laser is used to make 
about 50 tiny burns that allow the fluid in the 
eye to drain out more effectively, so lowering 
the pressure. It is not known which of these 
three forms of treatment is the most effective 
in the long-term management of glaucoma, so 
a пча is under way to compare them. Мапу 
vears of follow-up will be needed before 
definite conclusions can be made. 


[Information from: 
British High Commission 
Chanakvapuri 

New Delhi-110 021. 
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| 4 News and Notes | 


Preventing Hair Loss during Chemotherapy 


Comfortable and relaxed......a patient 
reads a magazine while undergoing chemo- 
therapy treatment. The hair loss usually asso- 
ciated with anti-cancer chemotherapy, which 
can cause considerable distress among pati- 
ents, is reduced or even prevented by this 
theracool cap and thermocirculator. 


The application of cold to the scalp has 
been shown to reduce or prevent hair loss 
during chemotherapy treatment. This system 
has been specifically designed to optimise the 
beneficial effects of cooling the scalp and a 
clinical study on 50 patients at a London hospi- 
tal revealed an 88% success rate. 


The doctor in charge must decide whether 
scalp coolant is appropriate for patients where 
drug treatment is aimed at palliating or delay- 
ing the disease in organs such as ovary, lung 
and breast. It is not recommended where drugs 
are expected to give a complete cure, as cool- 
ing may protect scalp metastases - a theoretical, 
but unreported risk of transference of disease 
following cooling. 


Тһегасоо! is simple and safe to use. It 
quickly reaches operating temperature 30° C 
to minus 10 C - and controls coolant temper- 
ature to + 0.5 C. High flow rates give excellent 
heat extraction performance and lightweight 
caps are comfortable, which is a very import- 
ant feature when treatment is extended over 
many hours. 


For further details contact: 
Novamedix Limited, 
Denning House, 

3 Newbury Street, 


490. 


Whitchurch, 

Hampshire, 

RG28 7DW, 

England. 

Tel: 0256 892669 

Telex: 85949, Fax: 893969. 


Information from: 
British High Commission 
Chanakyapuri 

New Delhi - 110 021. 


Tests for Autoimmune Diseases: 


A series of diagnostic tests for autoimmu 
diseases in humans has been developed i 
Britain. 


The ‘Autostat’ tests, from Bioscot, a 
simple to carry out, and use the same techn 
ques for a variety of autoimmune condition 
and give detailed answers. 


The range offers flexible automated tes 
that can be operated by less skilled techn 
cians. Made up of a related group of assays, г 
employing the same ELISA microplate expe 
mental method, the format offers the user t 
significant advantage of being able to 
any combination of tests for a wide range « 
autoimmune diseases in the same automate 
test method. 


The first products are Anti-DNA, I g 
Rheumatoid Factor, Anti-Thyroglobuli 
and Anti-Thyroid Microsomal. 


` For further information contact: 
Bioscot Ltd., 
Fleming Road, 
Kirkton Campus for Science and Technolog! 
Livingston, Scotland EH54 7BN. 


(Information from BIS, New Delh 


THE ANTISEPTIC e AUGUST 19 





Dear Doctor, 


Do you know why you should Use Tablets of Nemi Pharma Pvt. Ltd., 

* To ensure Correct Quantity and Quality at Reasonable Price. 
* Every Tablets is ensured for Quick Dissolution (Rate of Absorption from Stomach) 
to give best effect of Medicament quickly. 
* Content (Medicament) Uniformity:- 
Where in Tablets the Medicament is in very small quantity like Betamethasone Tablet 
0.5mg. The quantity in each Tablet is ensure to have correct amount Betamethasone 

* Uniform Packing 

* Using special containers made from first Process Plastics and not from third Grade 
Materials to ensured Safety and quality of Products. 

.* Full Range of Generic Products 

Quality of our product have been approved, acclaimed and accepted by all Gowt. 
and Non-Govt. Institutions Hospitals, Doctors and others who are connected with 
trade. 

* Ме supply Direct to Doctors from our Vasai Sales Depot. 

* Try once and find the difference. 

* For range and rates Please apply for Price List. 


We are manufacturing Following Tablets:- 
FULL RANGE OF GENERIC PRODUCT TOTALING 140 PRODUCTS FEW ARE: 
ASPRIN TABLETS IBUPROFEN TABLETS 
ANALGIN TABLETS METRONIDAZOLE TABLETS 
CHLORPHENIRAMINE TABLETS : OXYPHENBUTAZONE TABLETS 
DIAZEPAM TABLETS PREDNISOLONE TABLETS 
DIHODOHYDROXYQUINOLINE | | 
TABLETS PARACETAMOL TABLETS 
DEXAMETHASONE TABLETS PHENYLBUTAZONE TABLETS 
IODOCHLOR TRIMETHOPRIME & 
HYDROXYQUINOLINE TABLETS - SULPHAMETHAZOLE TABLETS 

( ENTRONEM TABS. (RADISH/YELLOW) 


Contains: lodochlor Hydroqyzuin I.P. 200mg & Furazolidone BPC 100mg 

B-FORTE-5 Plain & S/C Tablets: (Vit. B Complex) 

тя Vit. B1 (Mono) Img. B2 Img, B6 0.5mg, Niacinamide 15mg. Cal. Panthonate 
még. 

B-FORTE With Vit. C S/C (Orange) (Oval) (VIT. B Complex With C) 

Contains: B1 (Mono) 1mg, B2 Img, Vit. C 25mg, Niacinamide 15mg. 

M-VIT-4(Red) Round/(Orange) Oval (Multi Vitamin Tablets) 

contains: Vit.A 1250 LU. Vit. C 12.5mg, Vit. D3 100 I.U.B1 (Mono) 0.5 gm. 


CONTACT: 


Mailing address: 

р NEMI PHARMA PRIVATE LTD., Factory:, 
"MIGPHARMA" C/o Lalit S. Talati. Plot No.133, 
BOMBAY 400 013 1204, CHANDANBALA APTS, Krishna 

R.T. MARG, WALKESHWAR, Industrial 
Phones: BOMBAY 400 006. Estate 
Clo: 4929162. м —"* Vasai (East) 
Factory: 905(Vasai) | Dist. Thana. 
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SPLITTERS 


For Requirement of Ointment Contact. For Requirement of Injections Contact. 
NEM LABORATORIES PVT.LTD., MIGHTY PHARMA PVT. LTD., 

Clo. Ajay S.Talati Clo. Ajay S. Talati. 

1204, Chandanbala Apts. 1204, Chandanbala Apts, 

R.T.Marg, Walkeshwar, R.T. Marg, Walkeshwar, 

Bombay-400 006. | Bombay-400 006. 
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atenolol 


-REINS $ CARDIO VASCULAR RISKS ... BEST | 


Dose: 
One tablet of ATELOL- 50 once-a-day initially 
. which may be increased to 
one tablet of ATELOL - 100 once-a-day,if required 


tion: 3 | 
ATELOL-50 — Each tablet contains ... atenolol 50mg 
ATELOL-100 Each tablet contains ... atenolol 100mg 


References: 1. Heel, R.C., et al., (1979), Drugs, 17: 425: 
2. Wall-Manning, H.J., (1979), Drugs, 17: 129. 


Further details on ATELOL available on request from: 
Medical Division 


Proprietor 


38, Suren Road, BOMBAY-400 093 
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MONTHLY JOURNAL OF MEDICINE AND $ SURGERY 


ATENOLOL 50/100 mg TABLETS 


Reduces high blood pressure 
effectively and safely | 
“with just one-tablet-a- 


* Superior cardioselective /$, bl 
Y . Cardioprotective 
* Free from CNS side effects 


AT EN Restores normotension in your hypertensive patients 
Compositions : АТЕМ-о Each film-coated tablét contains Atenolol В.Е. 50 mg. 
ATE N00 Each film-coated tablet contains Atenólol B.P. 100 mg. 
Indications: Management of Hypertension, Prophylaxis of Angina Pectoris” Pr 
Post-Infarction Angina . Eo 
Dosage and Administration: The initial dose is 50 mg once daily. 
Full therapeutic effect is evident И? 1-2 weeks. | 
If required the dosage should be increased to 100mg- onde ‘tally. 
Contra-indications: Sinus bradycardia. heart block greater than first ore $ 
cardiogenic shock, 
Precautions; Caution should be observed in patients with à possibility of biting 1r 
cardiac failure.. Therapy should not be stopped abruptly in patients б 442 6 
coronary:artery disease. . а 
Adverse reactions: ATEN is well tolerated and safe for use in the reccmmended dosag 
ler information is available from ihe Company in a large majority, of patients. However. cccasional patient , py 47 
‘request е dae mild and transient side effects such as bradycardia, бы extrem -ies. = 
opan -` E nausea, dizziness or fatigue. tz 
76. pr. Е Moses Road. Worli. Bib: 400 018 Presdntátion : Blister pack strip ш 10 Мер tablets. 
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AIMIL PHARMACEUTICALS 


(INDIA) PVT. LTD. 
B-34, Surya Enclave, New Delhi-110 056 
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Latest от ALARSIN 
E ad 


pioneers of Ayurvedic research since 1947 
in е Medical è Dental è Veterinary fields. 


QUALITY PRODUCT OF CHOICE 


AL-PRASH .... 


(АІагѕіп'ѕ chyawanprash) 2. bL. 


a Total ‘cellular - Nutrient’ Tonic 


ein Health and Sickness «for all Age-groups 
ein all seasons 


AL-PRASH is based on unique Ayurvedic concept of 
'JEEVANIYA: VAYASTHAPAK' Rasayan 

which helps-build immunity Body resistance-Tones ир neuro-glandular 
-muscle functioning and promotes metabolism as a whole 


AL-PRASH formula: AMALA (Emblic myrobalan) fortified with - Jeevanti 
, Brahmi • Punarnava • Jeyshthimadh • Anantmul (Sarsaparila) etc. 


AL-PRASH contains: high Quality ingredients processed as per Alarsin's 
manufacturing stancards & techniques. 


Regular use of AL-PRASH 


improves appetite, digestion, assimilation and excretion. 


* keeps one fresh, alert, energetic. Relieves ‘Fatigue’ (nervous-muscular- 
sexual) & stress, strain, tension of day-to-day RAT-Race. 


* in Children, Adolescents: promotes growth, increases resistance power. 
Prophylaxis agains? colds, coughs, digestive upsets. 


« in Middle age: corrects premature Ageing symptoms. 


. in Elderly: slows down Ageing processes and gives feeling of well-being 
and confidence. 


+ intreatment of: cold, cough, flu, asthma, chest diseases, urinary diseases, 
Hyperacidity syndrome. Skin diseases: irritation, itching, acne etc. 


* Tocounteract or minimise side-effects: like weakness, dullness, stomach 


up-sets, urinary difficulties, Skin irritation, itching etc. of strong synthetic 
drugs like antibiotics, steroids, histamines etc. 


1 DOSE: Adults: 1-2 teaspoonful morning and evening. 
Children: 7> to 1 teaspoonful morning and evening 


PACKING: AL-PRASH (Alarsin) is available in 500 gm. Packs 


AL PRASH is from Alarsin - Researchers of + G32 - R. Compound - Bangshil - Fortege 
* Sooktyn • Dekofcyn > Leptaden • Aloes Compound • Myron • Ayapon . Siledin • Arjin 
available all over India at Chemists. 
Have you received? if not, please write for: 


e Prescribing Index with latest Dosage Scheme 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 
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e Latest Research Data on particular products. e Artworks of "Dhanvantari" and/or wa є 

LPT SS 3i 

ALARSIN Marketing Pvt Ltd, A/32, Road 3, M.I.D.C., Andheri (East), Bombay-400 093 20% | 
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WE NEITHER BELIEVE IN IMITATIONS NOR IN 
BASELESS CLIAMS; BUT WE MAINTAIN THE QUALITY. 


ATTENTION : DOCTORS & DEALERS 

We come to know that some parties have kept similar name of our company and similar 
name of our products and doing propaganda that it is our sister concern; we have no con- 
nection with them. So, please do not be misguided with their representatives - Our goods 
are freely available. 
Following are the Ointments required for Daily Dispensing: 
BENEM “O” - 3 gms. 

Each gm. Conts:Betamethasone Sodium Phosphate B.P. 1 mg. Neomycin Sulphate I.P. 5 mg. Soft 
Paraffin Base q.s. 
CLOTRINE CREAM 920 gm. 

Each gm. Conts: Clotrimazole U.S.P. 1%; Cream Base: q.s 
BETAMETHASONE CREAM 5 G & 15 G. 
NECILLIN SKIN OINTMENT 

Neomycin Sulphate Super White Cream 10 gm. 
NITROZONE OINTMENT 

10 gm. tubes & 400 gm. Aluminium container. Nitrofurazone Ointment N.F. 0.2% 
NYFLUCIN CREAM 15 gm. 

Fluocinolone Acetonide B.P. 0.09595; Cream base q.s. 
NYFLUCIN C CREAM 15 gm. 

Each gm. Conts: Fluocinolone Acetonide B.P. 0.025% + Quiniodochlor 396 Cream base q.s. 
CLOTRINE TABLETS 
Conts: Clotrimazole U.S.P.: 100 mg. 
NYSPASMIN TABLETS (MILD) (ANTI SPASMODIC) 

Each Tab. contains: Atropine Methonitrat B.P.C. 0.19 mg. Ext. Belladonna Siccum I.P. 8 mg. Papavarine 
Hcl 5 mg. Phenabarbitone 20 mg. | 
IODO-FUR TABLETS (Anti-Diarrhoea) 

Conts: lodochlorhydroxyquinoline I.P. 0.9 mg. Furozolidone B.P.C. 0.1 g. 
NYCIN TABLETS (Analgesic-Antipyretic) 

Conts: Analgin I.P. 0.95 g. Paracetamol l.P. 0.95 g. 
NYFORTE TABLETS (Vitamin B-Complex Forte-S/c.) 

Conts: Vitamin B1 I.P. (Mono): 1 mg. Riboflavine 1.Р. 1 mg. Pyridoxine Hcl. I.P. 0.5 mg. 

Niacinamide I.P. 15 mg. Calcium Pentothenate U.S.P. 2 mg. 
NYMPHAPLEX TABLETS (Multivitamin Tablets) Г 

Conts: Vitamin В1: 1 mg. Vitamin B2: 1 mg. Niacinamide 15 mg. Vitamin C: 25 mg. 
NYMPHAVITE TABLETS (Multivitamin Tablets) 

Conts: Vitamin A: 1950 I.U. Vit. B1: 0.5 mg. Vit C: 12.5 mg. Vit. 09: 100 I.U. 
NYPAMOLE TABLETS 

Conts: Paracetamol І.Р.: 500 mg. Chloropheniramine I.P. 2 mg. 
SPORTKRIM Чч 
Conts: Adrenaline Bitartate ІР:0.3%; Mephensin IP:2.5%, Methyl Salicylate IP: 9.0%; C.P. Maleate ІР:0.2%; 

Menthol! IP:9.096; Methyl Nicotinate BP:1.5% 


NOXYCHLOR EYE OINTMENT 
Conts: Oxytetracycline Hydrochloride Opthalmic Oint.196 


COMMON TABLETS 

BETAMETHASONE SODIUM PHOSPHATE TABLETS I.P. 0.5 mg. CODEINE PHOSPHATE TABLETS 
N.F.l. 10 mg. DIGOXIN TABLETS I.P. (Gardiotonic) FRUSEMIDE TABLETS I.P. 40 mg. (Diuretic). FURA- 
ZOLIDONE TABLETS I.P. 100 mg. (Antimicrobia). PHENERAMINE TABLETS I.P. 99.5 mg. RESERPINE TABLETS 
I.P. 0.95 mg. TRIFLUPROMAZINE TABLETS N.F. 10 mg. 





E 


DOCTORS MAY CONTACT FOR THEIR REQUIREMENTS — 
WE WILL GIVE AT SPECIAL RATE. 


Also manufacturing many other tablets and ointments 
Contact 
NYMPH LABORATORIES 


164,'& B. Marg, Lower Parel, Bombay - 400 013. 
Phones: Office: 4937501, Factory: 4941769, Grams: NYMPHLABS 
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Tonor ERON 
DROPS 


COMPOSITION 


Each ml contains: for Я 
Colloidal Iron Hydroxide - 


rowth and 
pee Monohydrochloride wel ы ht Ы ain of infants 


200 mg 
Vitamin В. l.P. Smcg 


Folic Acid I.P. 0.2mg and children 


Ethyl Alcohol I.P. 9.5% by vol. 
Syrup and flavour q.S. 


Iron content: 
25 mg of elemental iron per ml 


For Paediatric use 
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DOSE 2 
Infants less than 
one year: " 22: 2 2 x NU ГЕ 22% 
5 агорв імісе дайу. Е... S 
Children above 1 year: ee ee 
10 drops twice daily. 


PACKING 
Phials of 15 ml. 
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PUBLISHER’S NOTE 
SEPTEMBER '88 


Dear Doctor, 


We have pleasure to inform our 
readers that our magazine "The 
Antiseptic” has been registered and 
the ISSN number: 0003-5998 has been 
assigned by the Indian National Scientific 
Documentation Centre, New Delhi. This 
number will continue to appear on the 
right hand top corner of the cover page 
in every issue from August'88 onwards. 


Our readers may know that this is 
a rare privilege conferred by the centre 
on selected journals only, considering 
the standing and the quality. of the 
journal. This will also uphold the honour 
of the magazine in the International 
Press Circles - in particular in the Inter- 
national Centre of ISDS, Paris. 


This has been achieved only through 
your co-operation and best wishes and 
we hope to so that the magazine will 
be able to win more laurels of this kind. 


Yours Cordially. 


ЖАУ) L- 


R. Lakshmipathy. 
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More rapid & complete absorption 
— 300% greater absorption 
— 100% higher liver storage 


AQUASOL’-A 
A Better Way To Vitamin-A 


U.S. VITAMIN (INDIA) LIMITED 


Poonam Chambers, Dr. A. B. Road, Worli, Bombay 400 018 
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EFFECTIVE Ө SAFE € PALATABLE 


ORANGE FLAVOURED 


DEXORANGE 


SYRUP OF HEMOGLOBIN WITH VITAMIN B:2 


TIME-TESTED CLASSIC 


“This study confirms the result of 
previous studies which had already 
emphasised the value of 
Hemoglobin syrup in the treatment 
of anemias of varied etiology.” 
—P. PENE, H. CHAUDET 

Hospital Houphouet—Boigny 


(Marseille) Medecine d'Afrique Noire 
1984, 31, No. 159-160. 







DEXORANGE 


Particulars from: 
FRANCO-INDIAN 
PHARMACEUTICALS PVT. LTD. 
©] 20, pr. E. Moses Road, Bombay 400 011. к 
А 





THE ANTISEPTIC SEPTEMBER 1988 





* Tablets (200 mg) 
Suspension (8 ml) 








bantrin 


pyrantel 


t Single-dose 
pamoate 


THE FAMILY ANTHELMINTIC 


for roundworm, hookworm, threadworm 





Summary of Prescribing Information 


COMPOSITION — Combantrin Tablets: pyrantel pamoate, equivalent to 200 mg pyrantel base, per tablet 
Combantrin Suspension: pyrantel pamoate, equivalent to 25 mg pyrantel base, per ml. INDICATIONS — 
Infections with Enterobius vermicularis [threadworm, ріпууогт), Ascaris lumbricoides (roundworm|], Ancylostoma 
duodenale (hookworm] and Necator americanus (hookworm]. WARNINGS — Although Combantrin has been 
shown to be non-teratogenic in animals, benefit/risk ratio should be considered for its use during pregnancy 
PRECAUTIONS — Should be used with caution in patients with impaired liver function. ADVERSE 
REACTIONS — Nausea, vomiting, anorexia, abdominal colic, diarrhea. headache, dizziness or insomnia. 
DOSAGE — Single dose of 10 mg per kg bodyweight; in heavy Necator americanus infection, to be repeated 
on 3 consecutive days; in infection due to roundworm alone. a single dose of 5 mg per kg bodyweight. 
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See Product Document for full prescribing information 
(available on request) | 


t Epidemiologic data on file Express Towers, Nariman Point, 


*Trademark of Pfizer Inc., U.S.A. Bombay-400 021. 
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in skin infections, wounds & burns 


soframycin 
skin cream 


* rapidly controls infection 
* rarely causes sensitization 
* economical 


tubes of 15 gms & 120 gms containing framycetin sulphate 1% w/w ROUSSEL 
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Where 
pain is too urgent а problem 
to be left to anti-inflammatory drugs alone, 
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* effective control of inflammation 
* immediate relief of pain 
* high safety profile 
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or further information, write to: Roussel Pharmaceuticals (India) Ltd., Worll, Bombay 400 018. 





г = 


ert 


Tumours of the skull and meninges 


Natarajan M. 


Tumours of the skull: 


Hyperostosis:- 


Localised enlargement of the bones of 
the skull may be due to intracranial tumours 
like meningioma or may occur independently. 
Hyperostosis involving the outer table of 
the skull causes disfigurement. They may 
require surgery for cosmetic purposes. Hyper- 
ostosis of inner table of frontal bone is common 
in middle aged women related to dysfunction 
of the endocrine gland. They do not require 
any treatment. 


Osteomas:- 


There are common in frontal and ethmoid 
sinsuses. On X-ray, they are seen as well 
defined homogenous bone densities. Frontal 
osteoma may grow into the orbit causing dis- 
placement of the eyeball. Thev mav also 
cause mucoceles. Surgical excision is followed 
by cranioplasty if they cause symptoms. 


Haemangiomas:- 


They are vasuclar tumours in the diploe of 
the skull. Pain is produced due to involvement 
of the periosteum. X-ray skull shows an area 
of rarefaction with trabecular appearance. 
Surgical excision is curative. When it is very 
large radiotherapy is given.. 


Osteogenic Sarcoma:- 


The tumour may present as a mass on the 
skull of short duration. X-ray skull will. show 
irregular destruction of both the outer and in- 
ner tables. Sunray appearance may be present. 





Dr. Natarajan, M. M.S. (Gen.) M.S.. (Neuro) FICS., FACS.. FAMS.. 
Retired Professor of Neurosurgery. 

Madurai Medical College, 
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The tumour may arise denovo or from preexist- 
ing lesion like Paget’s disease or fibrous dyspla- 
sia. The prognosis is poor. Radical surgery may 
be done if possible; if not radiotherapy after 
biopsy confirmation may be given. 


Metastatic Tumours:- 


Metastasis to the skull may come from the 
lung and breast or may be a part of multiple 
myeloma. In children neuroblastoma freque- 
ntly gives rise to skull metastasis. They may be 
asymptomatic. X-ray skull may reveal irregu- 
lar areas of destruction. Osteoblastic lesions 
with increased density occur with prostate and 
breast cancer. Nasopharyngeal and nasal sinus. 
growth may invade the base of the skull and 
cause cranial nerve palsies. X-ray skull and 
C.T. Scan will reveal erosion with soft tissue 
density. E.N.T. examination will reveal the 
mass. Radiotherapy is advocated after biopsy. 


Tumours of the glomus jugulare:- 


These arise from the chromaffin cells at the 
jugular bulb. They cause lower cramial nerve 
palsies. They also cause tinnitus and deafness. 
They are vascular tumours; surgery followed 
by radiotherapy is advocated. 


. Epidermoid and dermoid tumours:- 


They involve the frontal and temporal 
areas. Rounded or lobulated lytic lesions with 
sharp sclerotic margins on X-ray is diagnostic. 


Rare tumours:- 


Chondromas, fibromas, ossifying fibro- 
mas, giant-cell tumours and aneurysmal bone 
cysts, chondrosarcomas and fibrosarcomas 
are rare tumours. Growing skull fractures, 
sinus pericrani, sarcoidosis, Paget's disease, 
fibrous dysplasia may simulate tumours. Hand 
Schuller-Christian disease, multiple myeloma 
and Paget's disease, osteitis fibrosa cystica 
may involve skull bones. 
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Tumours of the Meninges: 


Meningiomas arise from arachnoid cells of 
arachnoid villi or the points of entry and exit 
of blood vessels and the cranial nerves through 
the dura. These tumours are rarely multiple. 
They cause symptoms by compression. They 
grow slowly and cause seizure with progres- 
sive neurological deficit of long duration with 
evidence of raised intracranial pressure. Since 
they are near the bone they may invade the skull 
causing hyperostosis. 


Pathology:- 


_ They usually are round or nodular, well 
cicumscribed compressing the underlying brain. 
Rarely they form a diffuse sheet called menin- 
gioma en-plaque. They are attached to the ad- 
jacent dura and may involve bone. They are 
very vascular with blood supply coming from 
the dural vessels derived from vessels of ex- 
ternal carotid artery. There is oedema around 
the tumour which may be massive in some cas- 
es. Hyperostosis is common with parasagittal 
or sphenoid wing meningiomas. Microscopi- 
cally there are five types of meningiomas- 
syncytial, transitional, fibrous, angioblastic 
and malignant. 


Incidence:- 


Meningiomas form 15% of all intracranial 
tumours. They are common in the adults with 
maximum incidence around 45 years.of age. 
These are common in women. The common 
site is parasagittal falx region. Next common 
site is convexity of the cerebral hemisphere and 
the sphenoid ridge. Less common sites are 
olfactory groove, suprasellar, posterior fossa, 
middle fossa and intraventricular. Multiple 
meningiomas are usually associated with Von 
Recklinghausen syndrome. 


Symptoms and Signs:- 


These depend on the location of the tumour. 
The predilection for certain sites, tendency 
to involve bones, long duration of symptoms 
will help in diagnosis of meningiomas. 





Shows well defined vascular mass in the 
parietal region-suggestive of meningioma 
in the lateral view. 





Shows the same in the A.P. view. 
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Diagnosis:- 


X-ray skull may show calcificaion within 
the tumour, hyperostosis, or blistering of the 
adjacent skull. Enlargement of the vascular 
channels over the vault of the skull is seen in 
convexity meningioma supplied by enlarged 
meningeal arteries. (Fig. 1 & 2). Tumour may 
be calcified in 10% of the cases. C.T. Scan 
shows homogenous highly contrast enchanced 
tumour with will-defined borders and cerebral 
edema around it. 


Parasagittal and Falx Meningioma:- 


These tumours are divided into anterior, 
middle and posterior third of sagittal sinus and 
falx. The anterior third tumours occur from the 
crista galli to the coronal suture. They produce 
changes in personality, progressive dementia 
and apathy. Middle third tumours occur from 
the coronal to the lambdoid suture producing 
focal motor and sensory seizure involving the 
lower limb with gradual loss of function. Poste- 
rior third tumours occur between the lambdoid 
suture and the torcula and present with signs 
and symptoms of increased intracranial pre- 
ssure with visual field defect. 


Cerebral Convexity Meningioma:- 


They commonly occur along the coronal 
suture and at the fronto-temporal junction. 
Focal seizure with progressive neurological 
deficit and headache are common. 


Olfactory groove meningomas:- 


They arise in the midline from the crista 
galli to the tuberculum sella. They cause mental 
changes, visual loss, seizure with loss of sense 
of smell. | 


Tuberculum sella meningiomas:- 


They cause asymmetrical visual loss. Exami- 
nation reveals bilateral asymmetrical field de- 
fect with optic atrophy. 

Sphenoid wing meningiomas:- 


There are divided into 3 groups. Tumours 
arising from the outer third of the sphenoid 


жал 


wing are of 2 types. The globular meningioma 
resembles a convexity meningioma. The other 
variety is the meningioma en-plaque. This 
causes slowly progressive painless, unilateral 
exophthalmos with palpable mass in the ante- 
rior temporal region. 


Middle third meningioma:- 


They arise from middle third of the sphe- 
noid wing compressing the frontal and tempo- 
ral lobes causing seizure with symptoms of in- 
creased intracranial tension. 


Medial third meningioma:- 


They arise from the anterior clinoid process 
compressing the optic nerve, optic tract, frontal 
and temporal lobe, carotid,middle cerebral 
artery, third nerve and first division of fifth 
nerve. 


Cerebello pontine angle meningioma:- 


They cause loss of hearing, vertigo and 
tinnitus and numbness of the face. Meningi- 
oma at other sites are very rare. 





Shows the tumour removed en mass. 
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Treatment:- 


Since these tumours are benign, completed 
removal with the dural attachment must be 
attempted. (Fig. 3) Location, near vital areas 
may make total removal impossible. Because 
of this and the extreme vascularity, operative 
mortality is 5 to 10%. Preoperative attempts 


* * * 


to reduce vascularity, by ligation, direct 
embolisation of feeding arteries will help surgi- 
cal removal. Radiotherapy has been advocated 
for angioblastic, meningioma and meningio- 
sarcoma, incomplete removal and recurrent 
meningioma with local invasion. Recurrence 
on complete removal of tumours is approxi- 
mately 10%. 


* * * 


After a stroke several years ago a patient has developed the distressing symptom 
of severe unrelievable hunger. Tests have ruled out hyperinsulinism. Could damage 
to the satiety centre in the hypothalamus be the cause? Is there an effective treatment? 


The questioner does not state the age and sex of this patient or the time span 
between the stroke and the onset of hyperphagia. The Hlein-Levine syndrome of hyper- 
somnia and megaphagia characteristically occurs in young men and can follow a traumatic 
precipitant. Bulima nervosa—spree eating, not necessarily persistent hyperphagià-is 
probably psychogenically triggered and occurs mostly in women. Other causes of in- 
creased appetite include depression, hyperthyroidism, Cushing's syndrome, diabetes 
mellitus, and moderate hyperglycaemia as well as hyperinsulinaemia. The questioner 
is right to emphasise the importance of the satiety centre in the hypothalamus. Bilateral 
ventromedial hypothalamic lesions result in hyperinsulinaemia, which in turn produces 
hyperphagia and obesity. Hyperphagia can, however, follow vagotomy, which prevents 
hyperinsulinaemia. Glucagon rather than insulin may be important in this respect. Al- 
though the hypothalamus is crucial to the regulatory process of food absorption, it does 
not operate alone Frontal dysinhibition, possibly after infarction, may be a factor; and 
destruction of parts of the limbic system may be associated with increased appetite 
and obesity. | doubt if there is an effective treatment, but a further computed tomogram, 
additional endocrine tests, and treatment with thymoleptics may be worth doing. 


(B.MJ. Vol. 296 30 April 1988) 


* * 


When oil of thyme is distilled it yields THYMOL, a powerful phenolic antiseptic, 
formerly used in the treatment of hookworm infestation. With glycerin and other ingre- 
dients it is used in mouthwashes and gargles, and in dental practice it is used, with 
camphor and phenol, to line prepared carious cavities, THYMOXAMINE (1953) is an > 
adrenergic blocking agent. It is used for its vasodilator activity in the treatment of 
chilblains, acrocyanosis and Raynaud's disease, and as an aid to vascular surgery. It 
is also used in eye drops to shrink the pupil by reversing the effect of phenylephrine 


and similar mydriatics. 
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Horlicks 


Now specially fortified with extra calcium 
te 


Horlicks, the easily digestible health food drink full of nourishing 
goodness, is now reinforced and enriched with extra calcium, which is 
essential for the healthy development and maintenance of the body. 


GROWING CHILDREN THE SICK AND THE 


Calcium is essential for the 

- formation and maintenance of 
good teeth and bones. Two drinks 
of calcium-enriched А 
Horlicks in milk provide 
the requisite RDA of 
calcium for the 
additional requirements = 
of growing children, especially the 
rapid growth of adolescents. 
Consumption of calcium-fortified 
Horlicks, along with regular 
physical activity, will also help to 
minimise the calcium. loss that 
occurs later in life, that can 
eventually lead to osteoporosis. 


DURING PREGNANCY 


AND LACTATION 


Expecting and 
breast-feeding 
-—. mothers need 
H to supplement 
their diets 
with extra 
calcium to 
” ensure 

that the baby receives adequate 
amounts of calcium. Inadequate 
calcium can result in weak bones 
and retarded growth of the intant. 
Two drinks of calcium- | 
enriched Horlicks in cows’ 
milk provide 78% of the 
calcium RDA requirement. 
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CONVALESCENT 
Calcium-fortified Horlicks is 
partially pre-digested, making it 
the ideal nutritive intake for the 
sick and the convalescent who 


^ nourishment. 
Horlicks 
enriched with ЕХ 


for patients 
with gastro- 
intestinal disorders and those on 


fat-restricted or high-calorie diets. 


It can also provide the necessary 
carbohydrates for diabetics. 


THE AGED 


Calcium-enriched Horlicks is of 
special importance to elderly 
people to help prevent 
osteomalacia and there is 
evidence of its value in 
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osteoporosis. Horlicks being easily 
digestible, is an easily assimilable 
source of calcium. 


NEUROMUSCULAR 
ACTIVITY 


Calcium regulates the body's 
neuromuscular activity which 
helps to maintain the correct . 
functioning of muscles. 


HORLICKS — AN 
EFFECTIVE MEDIUM 


Horlicks contains lactose which 
promotes the absorption and 
retention of calcium, making it an 
effective medium for calcium 
intake. 
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Opening a new channel 
in bs b шараны of Angina. 





(Nifedipine 10 mg in each soft-gelatine capsule) 


the most potent coronary artery dilator 
M the calcium channel blocking agents 





4? Improves 
myocardial 
oxygen 
supply 


Reduces 


myocardial 
workload 
and hence 


oxygen 
demand 


From the basic 
manufacturers of 
beta-blockers and 
Nifedipine 


e Reduces frequency of 
anginal attacks 


e improves exercise 
tolerance 


e Decreases nitroglycerin 
consumption 


e Can be used asa 
monotherapy and can be 
safely combined with 
beta-blockers or digoxin 

e Can be safely 
administered to patients 
with or without heart 
failure and those with 
potential conduction 
disturbances 


Presentation: Container of 
50 capsules 


For further information please write to: 


- . 
Cipla ::: „= 
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ESKOLD uia 


For quick control of cough 
and associated symptoms 


SUMMARY OF PRESCRIBING INFORMATION 
FORMULA: Each teaspoonful (5ml) contains: Phenylpropanolamine Hydrochloride U.S.P. 10.0mg, 
Diphenylpyraline Hydrochloride І.Р. 1.5mg, Guaifenesin U.S.P. 50.0mg, Paracetamol I.P. 120.0mg, 
Alcohol (9596) I.P. 0.5ті, in a pleasantly flavoured sorbitol base. INDICATIONS: For symptomatic 
relief of cough and cold. RECOMMENDED DOSAGE: Adults and children over 12 years: 1-2 
teaspoonsful (5- 10m!l) every 6 hours. Children over 6 years: '/,-1 teaspoonful (2.5-5ml) every 6 
hours. Children from 140 6 years: '/, - '/; teaspoonful (2.5ml) every 6 hours. 


ESIKCOLD: Liquid — The formula you can trust 


Further information is available on request: Р.В. No. 2, Bangalore 560 049 


SKOF 
ESKAYEF 


PHARMACEUTICALS 


©Eskayel Limited 
Licensed user ой Regd. Trade Mark 9 
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AN ADVANCED POTENT 
TOPICAL CORTICOSTEROID 









MARKED ADVANTAGES 





* HIGHEST POTENCY 





ж LONGER DURATION OF ACTION | 
ж MINIMAL OCCURRENCE OF TACHYPHYLAXIS 


“2 (САЗ) 2 ЖОЛОМЕ 











INDICATIONS: COMPOSITION: 
Apply a thin layer of the cream with 
: Ее? EXEL cream gentle rubbing to the affected skin 
EXACERBATIONS OF Clobetasol propionate 0.05% area once or twice daily. But dosage 
Cream base q.s. should not exceed 50 gm per week. 
CHRONIC ECZEMA ` 
e SEBORRHOEIC PRESENTATION: 
DERMATITIS Available as EXEL Cream 
PRECAUTIONS: 3 95, (2 gm nes 
CONTRAINDICATIONS: SIDE EFFECTS: 
1. Clobetasol propionate cream in pud 
children under 12 years of age isnot EXEL Cream is contraindicated in Clobetasol propionate is generally well 
recommended. patients who are hypersensitive to tolerated when used for 


2. he's oh aite should not come in 
contact with eyes. 


з. This drug should not be used in 


treatment of acne, rosacea, perioral 


dermatitis. «c P 


Ө 
^ 


сюреѓ propionate, ог to апу 
ingredients in this preparation. 





treatment.it has been MD. 

suppress HPA axis at doses as ОМ as 29 
per day. Epithelial thinning, 
telangiectasia, striae are common side 
effects. 


Made in India by: 

Gufic Pharma 

ME PRIVATE LIMITED 
BHARUCH, GUJARAT 
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Dermatology in practice - some aspects: 


Virus Diseases 


Jayakar Thomas, 


This article is limited to common skin 
disease in which virus has been established 
as the cause. 


Warts: 


Wart viruses invade the nuclei of the upper 
parts of the epidermis and stimulate over- 
growth of the cells producing hyperkeratosis 
and, often, acanthosis. Various different local 
presentations can occur. 


Common warts (Verrucae vulgaris): These 
papilliferous hyperkeratotoic nodules are so 
well known that the adjective verrucose was 
coined to describe lesions which look like com- 
mon warts. Small tumours, usually less than 
1 cm in diameter, are frequently seen in child- 
ren being less common in adults and rare in 
infants. Occassionally solitary and sometimes 
profuse they appear most often on the hands 
and knees. 


Plantar warts: If a wart attempts to grow 
on the sole of the foot pressure will push it into 
the dermis and only its surface will be seen at 
skin level. Being a space-occupying lesion it 
will be painful when walking. It can be differ- 
entiated from the plantar callosities which 
develop over the heads of metatarsal in a 
dropped transverse arch by lightly paring the 
surface: a callosity consists entirely of keratin 
while a plantar wart has capillary bleeding 


points. 


Plane warts: A marginally different type of 
virus invades the epidermal cells and causes 
small, very slightly raised flat-topped papules 


Dr. Jayakar Thomas, MB., DD., MD. (Derm) 
Asst. Prof. of Dermatology, 

Dr. Muthuswami T.C., MB., DD., MD. (Derm) 
Prof. of Dermatology, 

Govt. General Hospital, 

Madras - 3. 


Specially contributed to “The Antiseptic”. 


Muthuswami T.C. 


1 or 2 mm in diameter. They grow in clusters 
and are most often complained of around the 
eyes. Small children and women are most fre- 
quently affected and the condition is often mis- 
diagnosed although very few other conditions 
producee plane-topped skin coloured maculo - 
papules; xanthelasma palpebrarum is bright 
yellow and other xanthomata are more exten- 
sively sited. | 


Ano-genital warts: Some viruses can be 
transmitted venereally and if they arrive in the 
moister ano-genital sites (anal, vulval or sub- 
preputial) the typical dry look of a wart is alter- 
ed and rather soggy vegetations appear look- 
ing like an under-cooked cauliflower. Condy- 
loma can be confused with ano-genital warts 
but they are rarely papilliferous and usually asso- 
ciated with other signs of secondary syphilis. 


Treatment: Everyone who has had warts 
knows that they often go away without assist- 
ance and it may be suspected that medicine 
men, witches and doctors who make use of 
charms, incantations, hypnotherapy or the like 
are frequently successful because of this natu- | 
ral history. Tradition therefore sanctions treat- 
ment by suggestion and it is recommended that 
20% lactic acid and 20% salicylic acid in collo- 
dion can be applied each night. Freezing for 
30-60 seconds with СО» snow or liquid nitrogen 
is a painful treatment which is popular in some 
areas but doctors are urged to suppress their 
sadistic tendencies as much as possible. Warts 
that have defied therapy for 6 months may best 
be removed under local anaesthesia with a sharp 
curette digging out the whole of the wart; light 
cautery is used to stop bleeding but care must 
be taken not to replace a temporary wart with a 
permanent scar. 


Plantar warts do well if soaked for 10 minu- 
tes twice daily in a saucer of 10% formalin - 


if this is associated with paring of the lesion with 


a razor blade or a scalpel many plantar warts 
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will go away and if they do not, cautery under 
local anaesthesia is the best alternative. 


None of the above therapies are of much 
use for plane warts; keratolytics are disap- 
pointing and curettage frequently leaves scars. 
10% trichloracetic acid or 30% phenol care- 
fully applied with a moistened stick will often 
be successful while 5% 5-FU fluorouracil oint- 
ment can be effective if applied twice a day. 


Ano-genital warts seem unresponsive to 
magic. 25% podophyllin may be applied care- 
fully to the warts, but not the skin, for 6-8 
hours. This ts easier said than done; as many 
lesions are hidden deep in a skin fold the paint 
often irritates the skin and the patient rejects 
the treatment. It is less irritant (although much 
more expensive) to use 5% 5-FU twice a day. 
If all else fails curettage and cautery will have 
to be used. 


The varicella virus: 


Chicken pox: This infectious disease, starts 
with a mild fever and two or three days later 
series of groups of papules appear which become 
vesicular and later pustular. At the height of 
the disease the patient has a mixture of lesions 
mainly on the trunk but spreading to the face 
and scalp and upper limbs; as the fever sub- 
sides, the rash fades. Calamine lotion with 1% 
phenol is all that is needed to quieten the pruri- 
tus. 


Herepes zoster: It is nowadays said that 
everyone who gets shingles has had chicken pox 
in the past and that the virus has been lurking 
in the dorsal root ganglia, prevented from cau- 
sing trouble by immunological protection which 
one day collapses allowing re-activation of the 
infection along the course of the nerves in whose 
roots it has been lodging. Some patients deny 


- that they have had chicken-pox but this is brush- - 


ed aside with the assumption that their attack 
was ‘subclinical’. It may be difficult to explain 
why herpes zoster has started although 
patients on immunosuppressives get it more 
frequently than others. 


The attack starts with a burning pain that 
is later recognised as being limited in distribu- 
tion to one or more adjacent dermatomes. One 


or two days later a red mark appears, studded 
with vesicles that soon become pustular or 
heamorrhagic. These patches spread along the 
dermatome stopping at the midline and produ- 
cing a clinical picture which is immediately 
recognisable. The most serious involvement 
is of the supra-orbital branch of the Vth crani- 
al nerve-conjuctiva and cornea can be affected 
and secondary infection may lead to blindness. 
In younger people the condition heals quickly 
and completely but in older patients persistent 
postzoster neuralgia may make life a misery. 


Herpes simplex 


They start with a localised burning sen- 
sation and after a few hours a cluster of vesi- 
cles appear on an erythematous base. If the skin 
is exposed to friction, the roof of the vesicle 
may be rubbed off to leave a small shallow 
erosion. The lesion dries up within 7-10 days. 


Primary herpes simplex: Some authori- 
ties believe the first attack is more severe than 
others with fever, even a transient regional 
lymphadenopathy, but many patients do not 
have a recognisable *primary' infection. 


Recurrent herpes: Sometimes herpes simplex 
recurs every few weeks, usually in the same 
site, and it seems possible that the virus lives in 
the skin or nerves of this area all the while but 
only sporadically produces symptoms. Such re- 
current attacks may be found anywhere on the 
skin but are most frequently seen on the face, 
near the mouth, and on the genitalia. Viral 
studies some years ago named the organisms 
living on the face, herpes hominis Type I and 
that from the genitalia herpes hominis Type II. 
There is of course no reason why these viruses 
should confine themselves to certain regions of 
the body and the increasing sexual adventurism 
now common in many countries has ensured 
that either type can be found in any area. 


On the male genitalia herpes usually easily 
diagnosable if it is recurrent but the condition 
often erupts 1-2 days after sexual intercourse 
(probably as a result of trauma to the virus - 
invaded skin) and if there is no previous history 
it is sometimes difficult to differentiate herpes 
genitalis from chancroid, but a premonitory 
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burning sensation is evidence of herpes while 
enlarged and tender inguinal glands usually 
suggest chancroid. 


In women herpes genitalis is a troublesome 
problem. They can have recurrent herpes and 
if they have an infected husband they have 
multiple opportunities for infection. It is easi- 
ly diagnosable when the vulva is affected but 
pianless lesions in the vagina or on the cervix 
will pass unrecognised. Unfortunately there is 
now a strong suspicion that recurrent herpes 
can cause carcinoma of the cervix. It is recom- 
mended that those women who are liable to 
get herpes should have a Papanicolou smear 
annually and these tests should not be post- 
poned untill after the menopause. It is also 
believed that a child should not be delivered 
through an infected birth canal and it is sug- 
gested that pregnant women who may have 
herpes are examined weekly from the 34th week 
and that a Ceaserian section be considered if 
the mother is found to be infected. 


Herpetic eczema: New born children, es- 
pecially if a congenital dermatosis is present, 
may get generalised herpes from the mother; 
there is a general eruption of grouped vesicles 
and high fever. Older children, particularly 
those with atopic eczema can also be conta- 
minated by these viruses (previously the vacci- 
nia virus caused the same trouble) and even 
adults may get vesicular and crusted compli- 
cations of their eczema. These people are seri- 
ously ill and they may even die. Because of the 
seriousness of herpetic eczema people with 
herpes simplex should stay away from cases of 
widespread eczema. 


Treatment: Solitary or occasional attacks 
of herpes-need not be taken too seriously as 
they soon dry up naturally. Frequent dabbing 
with 1% eosin in 70% alcohol sometimes 
speeds resolution. 


The recurrent forms are more difficult to 
handle. If available, specific therapies can be 


* * * 


used, e.g. 5% IDU in DMSO can be painted 
on 2-3 times a day, while cytarabine intraven- 
ously for 2-3 days in often successful. 


A cream of tromantidine hydrochloride 
(1%) is useful and amantidine hydro-chloride 
100 mg tds for 5 days can be given in the early 
stages before the vesicles have ruptured. A dif- 
ferent approach is based on the hypothesis that 
herpes recurs because of a failure in the patient's. 
immune mechanism and as it is sometimes sug- 
gested that levamisole enhances T-cell activity 
it may be prescribed orally (50 mg t.d.s) for 4 
days every 2 weeks for four courses. The multi- 
plicity of other recommended therapies is evi- 
dence that nothing is invariably successful. 
Topical 5% acyclovir cream is now freely avail- 
able and very useful. 


Molluscum contagiosum 


These soft little tumours are usually seen in 
children under 14. Epidemics may be focussed · 
on swimming pools, and in countries where 
these are not available to the public the major- 
ity of the child population, limited to sea and 
river bathiing, does not seem to be at risk. 
Pearly coloured nodules, dome-shaped and 
umbilicated are found anywhere on the body 
including the foreskin and the eyelids Биё. 
rarely on the palms and soles. Larger lesions, 
when squeezed between two finger nails extrude 
a white pultaceous matter. They fall off after 
6-9 months but many parents will not wait. - 


The best treatment is to squeeze out the - 
contents and phenolise the crater but these- 
lesions are painful when squeezed and only the 
most phlegmatic children will co-operate. 
Curettage is similarly unacceptable although it 
may be performed under light anaesthesia if 
parent and child agree ; usually the most accep- 
table treatment is to extirpate the molluscum 
body with a sharp needle and seal with tincture 
benzoin. | 


* * * 
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“Respiratory disorders in geriatric females” 
13 years experience at a Chest Clinic 


Mishra V.N., Malhotra M., Saroj Gupta 


Summary 


A retrospective study on 1532 female patients attending our Chest 
Clinic over the last 13 years revealed that 151 (9.8%) patients were of 
geriatric age group (60 years and above). Seventeen percent of them 
were found to be smokers, while in 54% smoke from kitchen fuel was 


regular source of exposure to smoke. 


Chronic bronchitis with or without emphysema was found to be the 
commonest illness (45%) followed by bronchiectasis (17%) and bron- 
chial asthma (15%). Twenty patients (13%) showed evidence of both 
chronic bronchitis and bronchiectasis. Pulmonary tuberculosis was 
found in 7% of studied group. Forty three (28%) patients showed 


evidence of chronic corpulmonale. 


Introduction 


Second only to the skin, the bronchopul- 
monary system is subject to maximum environ- 
mental ravages. In an adult every few seconds 
ambient air comes in contact with an alveolar 
surface area equivalent to the size of a tennis 
court. Perhaps in anticipation of environmental 
Slings and arrows natural in earlier days and 
man made at present, nature has practically 
endowed us with one extra lung. With normal 
aging process the bronchopulmonary system 
should be adequate for about 90 years of conti- 
nuous functioning (Cristine and Walsh, 1984). 


Above saying may not hold good today as 
both private (smoking) and public (industrial, 
and environmental) pollutions are on the in- 
crease. Geriatric population because of their 
prolonged duration of exposure to the afore- 
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said are more likely to manifest the deleterious 
effects in the form of increased incidence of 
respiratory disorders. It is to explore this aspect 
that the present study was under taken. 


Material and method 


A retrospective study was carried out on 
1532 female patients who attended chest clinic 
at Lady Hardinge Medical College and Smt. 
S.K. Hospital, New Delhi between April, 1973 
to July, 1986. Out of 1532 cases recorded over 
this period, 151 (9.8%) were above 60 years 
of age. Clinical records of these Geriatric 
patients were analysed in detail and salient 
features were noted down. 


Observation and Results. 


Patient Characteristics: 


All of the 151 studied patients were 
females, and belonged to age group of 60 to 
83 years. Majority (53%) were in the age 
group of 60 to 64 years, while, only 9.3% 
were above 75 years of age (Table-1). 


One hundred and thirty one (87%) belonged 
to poor socio-economic class and came from 





498 


THE ANTISEPTIC e SEPTEMBER 1988 


Table I 
Age-Wise break up of patients studied. 


AgeGroup No.ofpatients Percentage 
60-64 84 55.6 
65-69 28 18.5 * 
70-74 25 16.6 

75 and above 14 09.3 


congested localities of old Delhi. While 
remaining 13% were from other residential 
areas. This observation could be a biased 
one because of location of our hospital. 
Eighty two percent of studied patients were 
house wives, while 14 (9%) had worked as 
unskilled workers such as labourers and 
factory hands. Only 3% patients were office 
goers. 


Smoking history and dust exposure: 


Quite a high incidence of smoking was 
found in the studied group. Twenty six patients 
(17%) were found to be smokers, this was in 
the form of bidies, hukkas and chilum. In 54% 
additional source of regular exposure to smoke 
was found to be the kitchen smoke because of 
cooking with cow dung, coal, and wood. Seven 
perceent have hisotry of exposure to dust be- 
cause of their occupation as labourers. 


Duration of Illness: 


One of the important observations of our 
study was late on-set of respiratory symptoms 
in our patients. Sixty six percent of studied 
patients started symptoms after attaining 50 
years of age. Approximately 80% of patients 
had symptoms of 1 to 14 year duration. Break 
up of patients according to duration of illness 
is given in (Table-2). 


Clinical Profile: 


The commonest presenting symptom 
bringing the patient for the first time to chest 
clinic was cough with or without expect- 
oration, followed by dyspnoea, pedal oedema, 
wheeze and hemoptysis. (Table-3) 
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Table II 


Distribution of Patients according to 
duration of illness 





Durationof No.ofpatients Percentage 
illness (Yrs. ) 
1-4 46 30 
5-9 42 28 
10-14 30 20 
15-19 21 14 
20 or more 12 08 
Table III 
Incidence of рвеѕеп е жона 
in the patients stggil' 
Symptoms No.of Per- 
patients centage 
Cough with or without 
expectoration 112 74 
Dyspnoea 98 65 
Swelling over feet 33 22 
Wheeze 20 13 
Fever 17 11 


Hemoptysis 11 07 


Fifty one patients (33%) were found to 
have tachycardia and 60 patients (40%) 
showed tachypnoea when first seen. Cyanosis 
was observed in 20 (13%), blood pressure 
was normal in 94% while remaining were 
found to be hypertensive (above 160/90 mm. 
of Hg.) Forty three patients (28%) showed 
evidence of right ventricular failure in the 
form of raised jugular venous pressure, pedal 
oedema and tender hepatomagaly. 


Commonest respiratory disorder еп- 
countered in the study was chronic bronchitis 
with or without emphysema (45%) followed 
by bronchiectasis (17%) and bronchial 
asthama (15%). Thirteen percent patients 
showed evidence of both chronic bronchitis 
and bronchiectasis. Pulmonary tuberculosis 
was seen in 7% patients (Table-4). 


Table IV 
Incidence of various Respiratory 
Disorders in the studied group 
Disease No.of Рег- 
patients centage 
Chronic bronchitis with 
orwithoutemphysema 68 45 
Bronchiectasis 25 17 
Bronchial Asthma 23 15 
Chronic Bronchitis with 
Bronchiectasis with or 
withoutemphysema 20 13 
Pulmonary Tuberculosis 10 07 
Others 05 03 
Discussion: 


In our study, 17% of geriatric females 
were found to be smokers or had history of 
smoking in the past. This is high probably 
because of poor socio-economic class of 
our patients and their rural back ground, 
as smoking trend is said to be high in Indian 
rural female population as compared to urban 
class. This has been demonstrated by Wig 
et al (1964) in a pilot survey of rural and urban 
population of Delhi. They have reported 
11% incidence of smoking in rural female 
population as compared to 2.2% in urban 
female population. 


One of the important observations of 
our study was late onset of symptoms as 66% 
of our patients started symptoms after 50 
years of their age. This might be attributed 
to late and false reporting as female patients 
pay scant attention to their minor symptoms 
due to socio-economic priorities. 


Chronic bronchitis has been reported 
to be the commonest respiratory disorder 
in chest clinics of North India. Incidence 
reported from various chest clinics being- 
30% from AIIMS New Delhi, 31.3% at 
Amritsar and 35% at V.P. Chest Institute, 
New Delhi. (Wig et al 1964). All these studies 
included both sexes predominantly males 


and covered all age groups. Our study on 
geriatric females only attending chest clinic, 
also revealed chronic bronchitis with or 
without emphysema to be the commonest 
illness (4596), additional 13% patients showed 
clinical or radiological evidence of both 
chronic bronchitis and bronchiectasis. Thus 
nearly 58% geriatric females had evidence 
of chronic bronchitis which is quite high 
when compared to its incidence in other 
male dominated chest clinics of North India 
as mentioned above. As there are hardly 
any studies on respiratory disorders in geria- 
tric females, we could not make comparative 
evaluation, although high incidence of 
chronic bronchitis in females above 54 years 
has been reported by Malik (1977) from 
Chandigarh. Chronic exposure to kitchen 
smoke (54%) added to the high incidence 
of smoking (17%) and poor socio-economic 
strata of our patients seem to be responsible 
for this high incidence of chronic bronchitis. 


Bronchiectasis was seen in 17% patients 
while another 13% had evidence of both 
chronic bronchitis and bronchiectasis. This 
is higher than the 17% incidence reported 
from AIIMS chest clinic New Delhi, and 9.7% 
from Amritsar (Wig et al 1964). These two 
studies are really not comparable as they are 
mixed population (male and female) studies 
and include patients of all age groups. while 
our study is on geriatric females alone. This 
raises a question whether bronchiectasis 
is more common in females as compared to 
males. 


Bronchial asthma was found in 25 patients 
(15%). The incidence is high in comparison 
to 13% reported form AIIMS chest clinic 
New Delhi, but low when compared to 24% 
reported from Amritsar. In nearly half of 
25 patients (7%) asthmatic symptoms were 
of short duration (less than 5 years) pointing 
to the intrinsic nature of the disorder. In 
an elderly, bronchial hypersensitivity may - 
be provoked, by a wider range of stimulants 
including cold air, exercise and viral res- 
piratory infections. Collagen disorders 
should also be excluded in these patients 
(Cristine and Walsh 1984); Incidently none 
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of our patients had evidence of collagen 
disorders. 


Pulmonary tuberculosis was found in 7% 
of studied geriatric females. Although this 
is high as compared to about 2% incidence 
of pulmonary tuberculosis in general popu- 
lation (Menon, 1983) but is still low when 
compared to that seen in younger age group 
(30 to 59 years) attending our chest clinic 
(10 to 16% unpublished data). Reactivation 
tuberculosis (Steed W.W. 1965) is increasingly 
seen in older individuals, contributory 
factors may be malnutrition, associated 
disease such as diabetes mellitus, malignancy 
and use of immunosuppressant drugs and 
steroids. Two of our patients when diagnosed 
as tubercular had diabetes mellitus and one 
was on steroids for bronchial asthma. 


High incidence of Duputytrens con- 
tracture in palmar tendons as reported by 
Burrows and Niden (1965) was not seen in 
our study. Forty three (28%) of our patients 
had clinical evidence of chronic cor-pul- 
monale. All of them showed evidence of 
decompensation at some stage or other. 


From the foregoing discussion it appears 
that chronic bronchitis is the commonest 
respiratory disorder in the elderly females. 


* * * 


Persistant exposure to domestic smoke from 
kitchen fuel along with high incidence of 
smoking appear to be important contributory 
causes. Provision of smoke free kitchens 
along with improvement in nutrition and 
environmental conditions would go a long 
way in reducing incidence of chronic bron- 
chitis and related disorders and improving 
the quality of life in geriatric females. 
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OBESITY NOT NECESSARILY LINKED TO FOOD INTAKE 


Paediatrician Dr. Alan lucas and Collegues ot the Dunn Nutrition Laboratory in 


Cambridge, eastern England spent a year monitoring babies of overweight mothers 
who had a very high chance of becoming overweight themselves. 50 per cent of these 
babies did become overweight. The most important finding of the study was that at 
three months of age, when neither group had diverged from the other in terms of 
bodyfat, the babies who were destined to become overweight had a decrease in their 
energy expenditure, but their energy intake remained the same. 


The scientists concluded that the babies who had become overweight were not 
doing so because they were eating more, it was because there was a reduction in 
the number of calories they burnt off. In man it is, therefore possible to become over- 
weight due not to overeating but to a problem of metabolism. One possible interpre- 
tation of these findings is that people are genetically programmed to become over- 
weight. It was discovered that the babies who ultimately became overweight did not 
have a decrease in their resting energy expenditure. 


(Science and Technology News - British Information Service) 
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Early mid trimester abortion by slow cervical 
dilatation with Cea-Tangle Tent (C.T.T.) 
followed by suction evacuation. 


Das P.C., Tripathy A., Bangaramma M., Mangu S., Laxmi Bai. 


Summary 


The present study evaluates the safety and effectiveness of C.T.T. 
for induction of one hundred cases of early mid trimester abortion 
between 13 to 16 weeks of gestation by slow cervical dilatation followed 
by suction evacuation. The complication rate was minimal with hundred 
percent success rate. The added advantage of its extremely low cost 


with high degree of effectiveness. 


Induction of early mid-trimister abortion 
with Cea-Tangle Tent (C.T.T.) 


Introduction 


As early as 1869 Hicks pointed out the 
effective convenient dilatation of the uterine 
cervix brought about the use of hygroscopic 
laminaria tents. The tent made of dried sea- 
weed, laminaria digitata, was an ancient 
method of cervical diltation which has recently 
been re-introduced in the wake of legalisation 
of abortion in many countries. Newton (1972) 
Hale and Pion (1972), Manabe (1972), Eaton 
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et al (1972), Niswander (1973), Palomaki and 
Litle (1972) have all reported favourably on 
the use of lamanaria tents for cervical dila- 
tation in suction abortions. While a search 
for new safe and efficient method of dilating 
the cervix and thereby inducing abortion 
continues, we, in this article have considered 
the use and efficacy of C.T.T. (Cea-Tangle 
Tent) supplied by Synthochem Laboratories 
for slow dilatation of cervix followed by 
suction evacuation in early mid trimester 


pregnancy. 


The combination of the both slow dila- 
tation and suction evacuation will not only 
ease the method of termination of the early 
midtrimester pregnancy but also minimise 
the complications like loss of blood, period 
of hospital stay, meternal mortality and 
morbidity (Gupta et al 1984) due to hizh rate 
of illegal abortion. 


Material and Methods: 


C.T.T. is a round rod of various thickness 
measuring 6.3 cm. is length. 


Composition:- Each C.T.T. contains husk of 
plantago ovata (Isabgole) in different quantity 
depending upon the thickness of the tent. 


Mode of action:- The husk, if compressed in 
dry foria and moistened afterwards, has a 
property of swelling about 4-6 times of the 
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original volume. So, when introduced into the 
cervix, it dilates the cervix mechanically by 
swelling up after absorbing the mositure 
contents of the endometrium. 


The present study comprises of observation 
in 100 cases of early mid-trimester pregnancy 
within 13 to 16 weeks irrespective of age 
parity and mariital status attending the out 
patient department of Post Partum Programme 
attached to the Obst. & Gynaecology Deptt. 
of M.K.C.G. Medical College, Berhampur, 

Orissa from Feb. 1985 to Aug. 1986. 


In all of these cases after hospitalistion 
a detailed history was recorded and complete 
clinical examination conducted along with 
the required laboratory examinations before 
submitting these to mid-trimester termination 
of pregnancy by C.T.T. Abdominal and pelvic 
examinations were done to confirm the 
gestational age and to exclude any associa- 
ted pathology. 


Procedure of insertion of C.T.T. 


C.T.T. is sterilised’ before use by immers- 
ing it into absolute alcohol, for a minimum 
period of 12 hours. The end of the tent should 
be fixed with ribbon gauze, routine use of 
antibiotics and tetanus toxoids were made 
during insertion. 


After the patient passed urine and after 
full antiseptic measures, the patient being in 
lithotomy position, the full length of C.T.T 
is inserted into the uterus via os with the help 
of suitable forceps and vaginal speculum leav- 
ing the accompanving thread in vagina. The 
tent should not be put forcibly. In case of diffi- 
culty in inserting the tent, the cervical canal 
was dilated with Hegar's dilator and C.T.T. 
was put in place and ribbon guaze was fixed 
to the tent. After giving pad, pulse, blood 
pressure and temperature were recorded and 
the patient was transferred to the the ward. 
The tent was removed next day after 12 hours 
before suction evacuation but the tent was 
expelled mostly spontaneously before suction 
evacuation. 
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Following terms were used in the present 
study :- 


(a) Induction abortion interval:- was from 
introduction of tent to evacuation of 
product of conception. 


(b) Rise of temperature - more than 100°F 
constantly for 24 hours was termed as 
pyrexia. | 


(с) Blood loss was assessed іп the process 
of study was graded as mild, moderate 
and severe. 


(i) Mild 
200 ml. 
abortion. 


(ii) Moderate 
About 200-400 ml. #5. 
(iii) Severe 


More than 400 ml. of los requiring blood 
transfusion. 


loss altogether throughout 


Observation 
Table -I 
Distribution pattern according to gestational 
period. 
Gestation period No. of cases 
13- 14 weeks 64 (64%) 
15- 16 weeks 36 (36%) 
Total 100 (100%) 
Table - II 


Distribution of pattern according to the 
induction-abortion (I-A) interval. 


I-A interval No. of cases 
0-8 hours Nil 
9 - 16 hours 100 (100%) 
Total 100 (100%) 
503 


Degree of dilatation of Cx achieved in m.m. 











Table - III 


Dilatation of Cx in m.m. No. of cases 
12 19 (19%) 
13 14 (1496) 
14 22 (2296) 
15 16 (1696) 
16 27 (2796) 
> 16 2 (296) 
Total 100 (10096) 
Table - IV 


Mean cervical dilatation in relation to 


gestational age 


Period of gestation in weeks 


13-14 . 14.8mm 
15-16 16 m.m 
Mean 15.4mm 
Table - V — 
Average operative time in minutes 
Time in minutes No. of cases 
0.5 12 (12%) 
6-10 22 (22%) 
11-15 32 (32%) 
16-20 18 (18%) 
21-25 11 (11%) 
25-30 5 (5%) 
Total 100 (100%) 
Table - VI 
Complication of C.T.T. 
Complication No. of cases 
Pyrexiá 24 (2496) 
Mild bleeding 2 (2%) 
Nil 74 (74%) 
Total 100 (10096) 
504. 


Discussion: gjara 9 
: | 


Safe and effective termination of preg- 
nancy in the mid-trimester is a challenge to the 
Obstetrician and Gynaecologist as large 
number of abortion seekers during the period 
are commonly met with, the reason being 
ignorance, illiteracy social binding and fear. - 


Out of many methods of MT.P. available, 
C.T.T. was selected by us for inducing 100 
cases of early mid-trimester abortion by 
effecting slow cervical dilatation with help 
of C.T.T. followed by suction evacuation. 


It was observed that the degree of cervical 
dilation varied from 12 to 16 mm. which could 
be achieved within 9 to 16 hours only. Besides 
the degree of dilatation was more when the 
duration of pregnancy was more, an average 
of 14.8 mm between 13-14 weeks of gestation 
while 16 mm between 15- 16 weeks of gest- 
product of conception with ease. The operative 
time was within 15 minutes in 66% while it 
was within 16 to 30 minutes in 34%. While 
the success rate in relation to cervical diala- 
tation was 100%. complication e.g. severe 
bleeding Р.У. or pelvic infection occured 
only in 26% cases. 


With such анан аѕ Нет ‘percent 
effectiveness in producing cervical dilatation 
with or mild complication, subsequent easy 
evacuation, minimal hospital stay due to 
decreased induction abortion interval, low 
cost for the device, C.T.T. seems to be an 
ideal method of effecting slow cervical 
dilatation before subsequent suction eva- 
caution in induction of early mid-trimester 


abortion. 


Acknowledgement: 


We are thankful to the oe 
Director, Post Partum | Programme, and 
Professor and Head of the Department of 
Obst. & Gynaeclogy, M.K.C.G. Medical 
College, Berhampur, Orissa for their co- 
operation and permitting us to use the 
hospital records. We are also thankful to 
the Synthochem laboratory for supplying 
the material for study. 


THE ANTISEPTIC e SEPTEMBER 1988 


References: 


1. Gupta et al 1984 - Indian Journal of Obst. & Gynaec - 
XXXV; 20 


wm 


. Hale, R.W. & Pion R.J. - 1972 - Clin. Obst. & Gynaec. 
15: 829. 


. Manabe, Y - 1972 - A.M.J. of 0 & С 27: 70. 


е 


2. Gongwal et al 1981 - The Medicine and Surgery XXII, 7. Niswander К.В. - Calf Medical 119 : 11. 
June - 1981. | 


оо 


. Newton B.W. - 1971 - A.M.J. of O & С 113, 449. 
3. Gangwar H.L. & Singh R. 1977 - Journal of NIMA Feb. & 


May - 1977. 
4. Hicks J.B. 1969 - Practitioner 1: 83. 


© 


. Palomaki J.F. & Little B.H.E. - 1972 - N. Engl. J. Med. 
287 : 752. 


Captopril is associated with a wide variety of side effects including hypotensive 


episodes, granulocytopenia, proteinuria, loss of taste, angio-oedema, and coughing. 
Ше report the: first case of gynaecomastia associated with the use of captopril. 


А 34 year old man suffered from systemic lupus erythematosus and mild biopsy 
proved mesangial glomerulonephritis with proteinuria and oedema. The renal function 
deteriorated further despite treatment with prednisone 60 mg. a day and azathioprine. 
The hypertension could not be controlled by nifedipine, but after captopril was given at 
75 mg. а day blood pressure returned to normal. Seven months later a painful gynae- 
comastia developed gradually on the left side. Captopril was stopped, the left mamil- 
lary pain vanished within two weeks, and over the following weeks the breast enlarge- 
ment disappeared completely. No endocrine abnormalities were found and other 
causes of breast enlargement such as alcoholism, diabetes mellitus, and liver disease 
were excluded. 


The clinical course of this patient’s gynaecomastia, the absence of hormonal 
disturbances, and the similarity between captopril and penicillamine, a drug with a 
possible breast enlarging action, suggest that in this case gynaecomastia was induced 
by captopril. 


(В.М... Vol. 296 30 April 1988) 


* * * * * * 


The World Health Organization recommends that cola drinks not be used to correct 
dehydration caused by diarrhoea. The recommended rehydration .solutions should 
contain 90 mmol/L of sodium, 20 mmol/L potassium, and. 33 mO sm/kg. of water. Cola 
drinks. have very low sodium and potassium and very high osmolarity. Cola drinks may 
induce osmotic diarrhoea and make the dehydration worse. (Weizman A: N Engi. J. Med 
1987;315:768) 


(Michigan Postgraduate Review Vo. 4 No. 4 Oct.-Dec. 1987) 


* * * * * * 
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Less Drugging with Fewer Side Effects 
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Amicline Plus 


A broad spectrum antidiarrhoeal containing Oxytetracycline 
Hydrochloride for eradication of bacterial diarrhoeas and 
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equivalent to 
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Pyrantel base 250 mg. 


PRESENTATION: 

PYRMOATE is available in bottles containing 
10ті. of suspension and strips of 3 tablets in 
а catch cover 


















Particulars from: 

FRANCO-INDIAN 

PHARMACEUTICALS PVT. LTD. 
®] 20, Dr. E. Moses Road. Bombay 400 011. 
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A controlled, randomised clinical trial of 
Neosporin ointment in prophylaxis of infection 
in clean surgical wounds in obstetrics and 


gynaecology. 


Narayanan R., Muralidhar V. Pai. 


Summary 


In a randomised, controlled clinical trial, 150 patients, under- 
going elective gynaecological (abdominal) surgery were studied 
from 1-2-1985 to 28-2-1987 at St. John’s Medical College Hospital, - 
Bangalore. As per randomisation chart, 75 cases were treated with 
Neosporin; other 75 cases did not receive any topical antibacterial 
agent and this group served as a control for those 75 who receive 
Neosporin ointment. 4 cases in the control group had wound sepsis 
and none in the Nesoproin group. (In 3 of 4 infected cases in the control 
group, gram-negative rod (Klebsiella aerogenes) and in the 4th case 
gram-positive cocci (Staphylococcus aureus were isolated). No patient 
had adverse reactions to Neosporin ointment. (Other post-operative 
systemic infections, viz. of the urinary tract, upper respiratory tract 
etc. were not taken into consideration). 


Introduction 


Wound sepsis in elective surgical wounds 
may be due to an undetected,, pre-existing 
systemic infection or top a fresh external 
infection’. The latter is possible when the 
standard of asepsis in the operation theatre is 
low and when the suture materials, not suffi- 
ciently disinfected, have been used’. Wound 
haematoma may become infected when 
heamostasis has not been perfect'®. 


The control of infection depends on 
knowledge of microbiology (the infecting 


organism and it's sensitivity to chemothera- 


peutic agents)"9?. Experimental studies!" 
have shown thàt the wound infection is mainly 





Dr. Narayanan R., M.D.. D.G.O.. Ғ.1.С.5.. 
Professor and Head. 

Dr. Muralidhar V. Pai M.B.B.S.. 
Research Assistant. 

Dept. of Obstetrics & Gynaecology, 
St. John's Medical College Hospital, 
Bangalore - 560 034. 
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due to one or more gram negative rods. acting 
either as the sole pathogen or as a principal 
agent in the polymicrobial flora. Bacterial 
growth in wounds is prevented most effectively 
when antibioics are given before wound conta- 
mination occurs or during first three hours 
after bacteria enter the tissue. Topical anti- 
biotics are effective in prevention of external 
superficial infection of wounds". 


This study was undertaken as to assess the 
efficacy of Neosporin ointment in prophylaxis 
of infection in clean, surgical wounds in 
obstetrics aand gynaecology and to record 
adverse reactions, if any, to the formulation. 


Material and methods: 


150 cases, of age group between 20-30, 
with no history of allergy to Neosporia or to 
any one or more of its constituent antibacte- 
rials and with no clinical evidence of systemic 
infection on admission who underwent clean, 


elective surgery, were studied. Patients, 


selected for study, were allocated by a rando- 


ata — € á—— —— ——————————————————» 
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mization chart to either of the following two, 

equal, treatment groups: — 00 

_ 2 (1) Neosporin ointment = study group. / 
(2) No topical application-control group. 


Each patient received 80 mg of Gentamicin 
intramuscularly in the evening prior to and 
just before surgery. No other systemic anti- 
bacterials were given post-operatively. In the 
study group, wounds were dressed with 
Neosporin ointment, immediately after surgery. 
In the control group, no topical application 
was done. Dressings were opened on Day-8 
after the operation and wounds were examined 
clinically. 


If the wound was found to be clean and not 
infected, the case was considered as ‘success’. 
On the contrary, if the wound was obviously 
infected with oozing pus, the case was con- 
sidered a ‘failure’. A swab of the pus was taken 
for culture to isolate the infectig pathogen. 
If due to pain at the incisional site or for other 
reasons (i.e. fever), the dressings were opened 
before Day-8, the wound was examined clini- 
cally; if the wound was found healthy and not 
infected it was redressed up and again opened 
on Day-8 for final assessment. If the wound 
was found infected, swab of pus or discharge 
from the wound was taken for culture to isolate 
the causative pathogen; such a case was termed 
‘failure’. 


Results: 
. Table - I 


Distribution of patients according to the 
, type of operation (showing comparability 








of the two groups) 
Type No.of Мо. of control 
bases tt study cases 

Abdominal 

hysterectomy ` 28 28 
L.S.C.S. 17 17 
Laparoscopy” ^ 16- : 16 
Laparotomy - 14 14 .— 
Total . . 52 75 75 
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Discussion: 


Clean surgical wounds may become con- 
taminated, as it is not possible to eliminate 
the bacteria residing in the skin appendages, 
by airborne microorganisms and organisms 
from minimal visceral spill^. Bacteria causing 
surface wound (incisional) infectin are both 
gram +ve and gram —ve and these commonly 
are; staphylococci, streptococci, E. coli, 
proteus, klebsiellae, pseudomonas, coryne- 
bacteriae etc. No single antibiotic can effecti- 
vely cover the wide spectrum of bacteria caus- 
ing surgical wound infection; a combination 
of several antibiotics is, therefore, expected 
to be most effective for prophylaxis of such 
infections. Neomycin, bacitracin and poly- 
myxin in Neosporin ointment not only provides 
such an effective coverage against the wide 
spectrum of bacteria, but also provide an 
overlapping antibacterial coverage, so that, 
if one bacterium is resistant to one of the three 
antibiotics, other antibiotic(s) would destroy 
it. However, neomycin component of Neos- 
porin is known to carry the risk of cutaneous 
hypersensitivity reactions in 6-8% of patients "°. 


Neosporin has already been successfully 
used to prevent post-operative infections by 
many researchers. Gibson” used a spray con- 
taining neomycin, polymyxin and bacitracin 
in 250 patients, while Forbes’ used Neosporin 
in 10,862 cases, with excellent resuls. Longland 
et al.'^ and Singh et al.? used Neosporin 
powder in post-operative wounds and-found 
it effective. 


There was no evidence of infection in the 
study group, whereas 4 patients developed 
clinically-evident wound sepsis in the control 
group. This is statistically significant. Bact- 
eriology of the pus in 4 infected cases showed 
klebsiella aerogenes to be the predominant 
pathogen, with Staphylococcus aureus being 
the other infecting organism. This compares 
favourably with other previous studies 14-17. 


As both the study (neosporin) and the 
control groups had received pre-operative 
gentamicin, lack of wound infection in the 
study group (neosporin) clearly speaks of the 
value of neosporin in the prevention of wound 


-n 


Table - II 











Showing Results of the Study 
Type of operation ` Neosporin Control 
Infected Non- infected Infected Non-infected 

Abdominal 
Hysterectomy - 28 1 27 
L.S.C.S. - 17 1 16 
Laparoscopy - 16 0 16 
Laparotomy - 14 2 12 
Total 0 75 4* 71 





* Note: On bacteriological study of the 4 infected wounds in the control group (laparotomy) 
one showed Staphylococcus aureus and the other three showed Klebsiella aerogenes. 


infections in obstetrics & gynaecology. No 
adverse reactions including allergic, to 
Neosporin ointment was seen in any of the 
cases. 


Further, it was found convenient and 
economical to apply Neosporin ointment dire- 
ctly over the incision site (in a zig-zag fashion 
through a thin nozzle) 
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Sheehan’s syndrome 


Ravi T. Santosham, Karunagaran А., 


In the present trend of general medical 
practice in Southern India, the accent on 
tuberculosis is so high, that any patient with 
generalised loss of weight, loss of appetite 
and debility is usually given a trial with anti 
tuberculous drugs, inspite of negative in- 
vestigatory support. 


The purpose of this presentation is to 
highlight a relatively rare condition Sheehan 
Syndrome which could be picked up more 
often in general medical practice if aware- 
ness to this condition is stressed. 


Here we are presenting two cases: 


Case Summary: 


(1) Mrs. F.B., 36 years old, married 
since 15 years, has one child aged 14 years. 
She had a prolonged labour with post partum 
haemorrhage which needed tranfusion. She 
had no establishment of lactation and had 
one or two periods post partum initially and 
later on went on for amenorrhoea. Since 
10 years she had lost considerable weight 
with puffiness of face, dry skin typical of 
anaemia and hypothyroid state. She had 
lassitute and easy fatiguability. She felt 
sleepy and complained of poor memory 
with frequent attacks of giddiness. Prior 
to being seen by us, she had anti tuberculous 
treatment for 3 years without any positive 
evidence of tuberculosis. A possibility of 
Sheehan's syndrome was thought of, and 
she was put up for hormonal assay study. 
Her routine investigatory parameters were 
normal. 


Dr. Ravi T. Santosham, M.D., Ғ.С.С.Р., 
Dr. Karunagaran A., M.B.B.S., D.L.O., 
Santosham Chest Hospital, 


Egmore High Road, 
Madras - 8. 
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Hormone Assay Studies: 


Her hormonal profile suggests meagre 
oestradiol, progesterone FSH, LH and cortisol 
values, with normal prolactin level (Table 1) 
suggesting pituitary necrosis. There is not 
enough ACTH, TSH or Gonadotrophins 
available to maintain normal endocrine 
functions. Thyroid scan revealed hypothyroid 
status. 


(2) Mrs. S., 18 years old married since 
1 year, delivered a baby 3 months ago, had 
post partum haemorrhage. And had minimal 
lactation for 10 days, after which no lactation 
was established. She had oedema legs, 
puffiness of face, difficulty in breathing. 
She. was anaemic when she came to our 
hospital, got investigated and found to have 
peripartum cardiomyopathy and now she 
is on diuretics. She had normal post partum 
period soon after a month and has regular 
cycles with 3 days of average menstrual flow. 
Hormonal assay was done 12 days after LMP. 
Normally peak levels of hormonal values 
are expected in follicular phase or ovulatory 
phase. However oestradiol is low for such 
a phase and Progesterone is high as in luteal 
phase. Serum FSH is low and LH is normal 
or basal level. Serum Prolactin and Cortisol, 
serum Thyronine is just normal (refer tabular 
column). The overall picture is of almost 
normal pituitary and ovarian function, but 
there is not enough pituitary support to 
maintain normal levels of thyroid hormone 
and cortisol. 


Discussion: 


Destruction of anterior lobe of pituitary 
gland as a sequel to post partum haemorrhage 
is classically defined as Sheehan’s Syndrome. 
The patient usually gives history of difficult 
confinement with haemorrhage several years 
before the onset of illness. Lactation never 
occurs, amenorrhoea persists indefinitely. 
Absent or scanty axillary and pubic hairs 
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Table I 


Hormonal 
assay of Mrs. FB. 


No. Names of Hormones 


Hormonal Normal Values 


assay of Mrs. S. 


а ады. ы SR 


1. SerumOestradiol 12.00 Pg/ml. 
2. Serum Progesterone 0.29 ng/ml. 
3. Serum Follicle Stimu- 5.00 m.I.U./ml. 
lating Hormone 
(FSH) 


4. SerumLuteinzing 
Hormone (LH) - 


5. Serum Prolactin 10.70 ng/ml. 
6. Serum Contisol 75.00 ng/ml. 
7. Serumtotal Triodo 

Thyrorine (T4) 20.00 ng/ml. 
8. Serumtotal 

Thyroxine (T4) 2.5 mg/100 ml. 


9. Serum Thyroid 
stimulating Hormone 
(TSH) M 


9.10 m.I.U./ml. 38.00 m.L.U /ml. 


75-120 Pg/ml. during follicular 
Phase. 

150-200 Pg/ml. Luteal Phase. - 

200-500 Pg/ml. Mid cycle. - 


Less than 1-ng/ml. Follicular 
Phase. 

2.50-25.00 ng/ml. Luteal Phase. 

Less than 1- ng/ml. mid cycle. 


8.00-20.00 m.I.U./ml. 
Follicular Phase. 
6.00-14.00 m.I.U./ml. 
— Luteal Phase. 
19.00-36.00 m.I.U./ml.. 
Mid cycle. 


7.00-25.00 m.I. U./ml. 
Follicular Phase. 
2.00-17.00 m.I.U ./ml. 
Luteal Phase. 
39.00-104.00 m. I.U ./ml. 
Mid cycle. 


65.00 Pg/ml. 


11.80 ng/ml. 


6.00 m.I.U ./ml. 
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96.00 ng/100 ml. 50-160 ng/100 ml. 


4.35 mg/100 ml. 4.50-12.50 mg/100 ml. 


0.25 mu/ml. 0.60-300 mu/ml. 
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are characteristic. Pallor with anaemia 
occurs. The best way of confirming the dia- 
gnosis is elaborate hormonal assay, which 
shows decreased levels of gonadotrophins, 
TSH and ACTH levels thereby producing 
low levels of thyroid hormones and cortisol. 


The first clear report of pituitary necrosis 
after pregnancy was by Simmonds ©!) which 
appeared as early as 1914 relating pituitary 
pathology to possible hormonal deficiency. 


Extensive clinical and pathological corre- 
lations of Sheehan ©) and his collaborators 
established the condition as a complication 
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of post partum catastrophe and separated 
this entity from other causes of hypopitui- 
tarism in 1937. 


Two points await explanation a) In post 
partum shock why is the pituitary selectively 
SO sensitive to general anoxia. b) why is it, that 
almost exclusively, post partum shock and 
not the shock resulting from multitude of 
other causes that result in anoxic necrosis 
of pituitary. Hypothetically one might surmise, 
that pregnancy induces morphologic and 
functional changes in tHe pituitary, that 
make it particularly sensitive to anoxia. ©. 
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The anterior pituitory gland is enlarged 
during pregnancy and lacks direct arterial 
blood supply, i.e. vulnerable to infarction 
during shock from excessive uterine bleeding 
from parturition. This explains the suscepti- 
bility of pituitary gland during post partum 
anoxia than anoxia due to other causes (9. 


There are various proposed machnisms 
in post partum pituitary necrosis a) Septic 
embolisation b) Intra vascular coagulation 
c) Vascular hypersensitization like Schwartz- 
man reaction. d) Vasospasm of superior 
hypophyseal arteries. If this spasm persists 
for more than one hour irreversible ischaemic 
damage occurs (5). 


Severe clinical symptoms of pan hypo- 
pituitarism usually require 98% or more 
destruction of anterior lobe. As little as 10 
to 20% of persisting pituitary tissue is com- 
. patible with normal endocrine function (9. 


In.a study of 50 cases of Sheehan’s Syn- 


drome by Haddoch L et al ©) 58% of the | 


patients had home delivery and 42% of the 


patients had delivery in small local hospitals - 


where there are limited facilities. Hence it 


is clearly known that post. partum haemorr- 


hage can be prevented by prompt blood 
ж = ж 


Red Wine: Link With Migraine 


transfusion, and more awareness to ‘Sheehans’s 
Syndrome’ may help many poor women who 
go through life in a debilitated state, by means 
of adequate hormonal replacement therapy 
which is not expensive. 
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В team led by Professor Merton Sandler in London has identified the ingredient 
in red wine that triggers an attack in people who suffer from dietary migraine. They 
believe that migraines are more likely to be caused by flavanoids, the chemicals that 


give red wine its colour. 


Flavanoids inhibit an enzyme in the gut that normally protects against toxic phenols 
in wine by breaking them down. It is possible that the flavanoids in red wine allow 
phenols to be absorbed into the blood stream where they travel to the brain and 
trigger migraine. Other migraine sufferers apart from red wine drinkers normally have 
low levels of the enzyme that destroys phenols. ХА ДАЛ | 


Flavanoids could also be а major cause of hangovers. Drinkers know that: rough, 
young wines can cause a worse head the next day than anything else containing the 


same amount of alcohol. 


(Science and Technology News - British Information Service) 
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Bardet - Biedl syndrome 


(A case with psychiatric symptoms) 


Kumawat D.C., Agarwal H.K.., 


Abstract 


A case of Bardet-Biedl syndrome with psychiatric symptoms is 


reported. 


Introduction 


The condition now known as the Bardet- 
Bied| Syndrome was first described by 
Laurence and Moon in 1866. Further descrip- 
tions were given by Bardet in 1920 and Biedl 
in 1922. This condition is characterised by 
Obesity, mental retardation, digital anomalies, 
hypogonadism, retinal dystrophy and nephro- 
pathy. Basic defect and prevalence is not 
known. Over 400 cases have been recorded 
in literature? . 


Anderson! noted the frequency of 
occurence of combined defects, of which 
retinitis pigmentosa (better to call retinal 
dystrophy) was most frequently found. Renal 
involvement (Nephropathy) leading to high 
morbidity and mortality from renal failure 
has been added as an essential feature of 
this syndrome by Hurley and Nogrady in 
1975?. Psychological disturbances like emo- 
tional instability, furry, misbehaviour, falsi- 
fication were first noted by Menninger* in 
addition to mental retardation and described 
this as clinical characteristic feature of this 
syndrome. Rare occurence of the disease 
with psychological disturbances as an addi- 
tional feature promoted us to report this 
case. 
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Showing obesity, hypogenitation and 
supernumerary fingers in left hand. 


Case Report: 


A 9 years old boy was admitted to General 
Hospital Udaipur on 23.12.84 because of 
gradually increasing obesity, night blind- 
ness, diminution of vision and mental retar- 
dation. For last few months he used to remain 
silent, occasionally weep without cause or 
get irritated while talking. 


Physical examination revealed a boy 
who was 100 cms. tall and weighed 42 Kg. 
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He was with a supernumerary finger in left 
hand and poorly developed external genitalia. 
His vision was defective and examination 
of fundi demonstrated pale optic discs, atte- 
nuated vessels and retinal dystrophy resem- 
bling retinitis pigmentosa. Refraction showed 
-8 D sphericals for both eyes. Mental status 
examination revealed decreased psychomotor 
activity. He was quite, often tried to avoid 
talking and used to weep on excessive pro- 
vocation. Cleanliness was poor. Oriented 
in time, place and person with intact memory. 
Insight and judgement were impaired. He 
used to renfain with his father or mother 
and try to avoid playing with other children. 
Cardiovascular and neurological systems 
were normal. Routine hematological, blood 
biochemistry, urine analysis were within 
normal limits. E.C.G., liver and renal func- 
tions were normal. However renal biopsy 
was not done. Birth of the boy had been 
normal, and mother did not suffer from any 
illness during pregnancy. His milestones 
have been much delayed as he started walk- 
ing a£ the age of 3 years and speaking at 3!/; 


years. Still at present he could not speak: 


clearly and rhythmically. 


There was no family history of mental 
illness but the patient's 15 year old cousin 
was reported to have obesity, supernumerary 
finger in left hand and hypogonadism but 
of less severity. 


There was no H/o headache, vomiting, 
fever, trauma or convulsions. A diagnosis 
of Bardet Biedl syndrome with psychological 
disturbance of variable degree was made 
and treated symptomatically. 


Discussion: 


The diagnosis of Bardet-Biedl syndrome 
is established clinically by five cardinal 
manifestations i.e. obesity, mental retar- 
dation, polydactyly, retinal dystrophy and 
hypogonadism, No specific test is available 
for it’s diagnosis?. Renal features? and psy- 
chiatric manifestations^" аге additional 
major features of this syndrome recently 
added, but variability in clinical expression 


occurs even among patients within the same 
family. Truncal obesity is seen in about 80% 
of cases which begins in early childhood and 
increases with age. Over 90% cases show 
progressive retinal dystrophy which differs 
from typical retinitis pigmentosa. Earliest 
symptom is night blindness, later on vision 
deteriorates and usually leads to complete 
blindness in 3rd or 4th decades. Hypogona- 
dism is usually seen in males but rare. in 
females. About 80% cases show post-axial 
polydactyly of one or more extremities. 
Normal І.О. to severe mental retardation 
may be present*. Renal features are signi- 
ficant. Renal lesions may vary from mesangial 
proliferative glomerulopathy to medullary 
cystic disease to focal areas of dysplasia, 
B.P. usually remains normal but disease 
progresses to renal failure despite normal 
urinary sediments". 


Menninger was the first who described 
psychological disturbances as one of the 
clinical features of this syndrome, which 
is usually missed because of mental retar- 
dation. The features may vary from just 
emotional instability to florid psychosis and 
schizophrenia. O' Mahony$ reported severe 
emotional instability with megalomanic ideas 
and delusions of persecution. Todd/ and 
Narayanan et al? reported psychosis with 
features of Bardet-Biedl syndrome in adult 
patients. 


This patient is a case of Bardet-Biedl 
syndrome with all cardinal features including 
mental decifiency, which was present well 
before the onset of psychiatric disorder, and 
we also believe that psychological distur- 
bances should be considered as an essential 
additional feature of this syndrome, rather 
than relating it to mental retardation. 
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Acute Urticaria - Unusual Presentation 


Manickkam S.A. 


Introduction 


The urticaria are characterised by transient, localised, itchy - 
swellings of the skin. The lesions begin rapidly as erythematous 
patches which become raised with:central paling as oedema in the 
dermis; they last for a few hours but rarely, longer than 48 hours. 
When the subcutaneous tissues are involved in the same process 
resulting in the deep swelling, affecting the lips, tongue, eyelids, 
causing burning sensation or pain, it is known as Angio-oedema. 
Angio oedema & urticaria often occur together or separately. 


Acute urticaria is common. It has been reported in the literature 
that about 15 - 2096 of the population at sometime in their lives, are 
affected by urticaria. If urticaria lasts more than 6 weeks, it is described 
as chronic urticaria arbitrarily. 


Often these are due to allergy and one associated with a history 
of atopy. Possible factors involved in the causation of the urticaria 
are drugs, infection, food, drinks and inhaled particles. 


In about 7596 of cases of urticaria, no definite cause could be made 
out, inspite of detailed investigations. Hence the treatment of patients 
with chronic urticaria, is unsatisfactory and as such as 20% of the 
patients with chronic urticaria are still affected after 5 or more years, 
causing frustration for.the patient and also for the doctor. 


Urticaria due to general medical cause and malignancy is rare. 
For this reason a thorough history and physical examination are required. 
Only patients with relevant history or signs need further elaborate 
investigations. 


Routine investigations of all patients with urticaria are only of 
limited value but some times it is carried out to reassure the patients 
that no causes have been missed. 


The following case of acute urticaria possibly due to copper loop 
as a contraceptive device may be of interest. 


Case Report: 


Mrs. ‘A’ 30 yrs. old house wife was ad- 
mitted for the complaints of severe pruritic 
rashes all over the body face, scalp, neck 
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and extremeties of two days duration. The 
lesions started all of a sudden with severe 
itching intolerable at times disturbing her 
sleep. 


History of present illness: 


The urticarial rashes started acutely 
over the abdomen, chest. The lesions were 
also seen over the checks, periorbital tissues, 
and lips. There was no difficulty in swallowing 
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or breathing. She complained of mild chest 
pain. She was afebrile. She was not anaemic 
and there was no lymphadenopathy. No 
family history of food or drug allergy. 
There was no history of allergic diathesis 
in the family like migraine, bronchial asthma, 
eczema etc.., Patient used to develop skin 
rashes after insect and ant bites. She did not 
give history of any food allergy or allergy to 
drugs like Aspirin or Penicillin. She had taken 
papaya fruit three days prior to the develop- 
ment of rashes. There was no history of insect 
bite. She was not on contraceptive pills. She 
is not diabetic, She was married and has one 
child. 


On examination, the urticarial rashes 
varied from 5 cm. to 10 cm. of various sizes 
and shapes, erythematous with clear centre 
seen over the chest, back, abdomen, thighs 
and gluteal region disturbing her routine 
daily activities. 


Physical examination of the principal 
systems did not reveal any abnormalities. 


Investigations: 


Routine blood, urine, motion tests showed 
normal results. Blood sugar 76 mgs% blood 
urea 28 mgs% urine culture did not show 
any growth to rule out the possibility of in- 
halants like house dust, mite, Aspergillus 
triggering the urticaria and common ingestant 
allergens like tomato, brinjal, mutton, black 
gram, egg, fish, bengal gram, skin tests for 
the above materials, were done and found 
to be negative. Extracts of filarial mosquito, 
cockroaches, were also tested and found 
to be negative. 


Antihistaminics, diethyl carbamazine 
citrate, a course of broad spectrum antibiotics 
with local astrigent lotions and mild tran- 
quilisers and sedatives were given. But there 
was no significant improvement and she con- 
‘inued to suffer from severe pruritus for more 
than one week. She was furthur questioned 
regarding the onset and development of the 
lesions, It was learnt that she had a copper 
‘T’ loop inserted after the birth of her child 
1 '/, yrs. earlier and she has been on this contra- 
ceptive device since then. 


It seemed possible that the copper loop 
might have produced local inflammatory 


sepsis in the uterus and ceryix and the sepsis 
might be the triggering factor for the develop- 
ment of giant urticarial rashes. 


A gynaecologist’s help was sought and 
loop was removed. The pelvic examination 
findings were that the cervix was healthy and 
there was no evidence of infection. The 
urticaria subsided the day after the removal 
of the loop. 


A challenge test by reintroductiotf of 
the loop Was considered but could not be 
done. The patient did not report again to 
enable us to check for sensitivity or irritant 
dermatitis to copper on the skin. 


Discussion: 


Metals are known to produce either 
irritant dermatitis or contact dermatitis (e.g.) 
chromium used in cement industry, nickel 
in nickel plated ornaments. 


The contact dermatitis caused by metals 
can become generalised. In the case reported 
the circumstances of disappearance of urti- 
caria, with removal of the copper loop sug- 
gested a possible cause relation of the loop 
to the urticaria. The possibility that the 
removal of the loop caused the remission 
of urticaria cannot however be ruled out. 


Summary: 


A case of urticaria in a thirty year old 
woman, which regressed promptly after 
removal of a contraceptive device, copper “Т” 
is reported and discussed. 
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The time-tested direct- 
acting muscle relaxant 


that outperforms all the other ointments. 














The complete 
broad spectrum 
anti-allergic that 
eliminates the allergen, the 
root cause of allergy and 
also rapidly controls the symptoms of allergy. 
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First Aid Sprays 


For muscular and joint pains, backaches 


IODEXK Pain Spray 


— Contains Methyl Salicylate (used as an analgesic) and 
Methyl Nicotinate (used as a rubefacient) both are 
absorbed through the skin. 


— Methyl! Nicotinate causes blood to rush їо the affected 
area. This warms the area and also enhances absorption 
of Salicylate to give immediate relief. 

No more rubbing ointment. No more massaging. 





Summary of Prescribing Information 


Formulation: Methyl salicylate I.P. 5%- Methyl nicotinate B.P. 196 w/w. 


Indications: Sprains, muscle aches, sore joints, backaches, minor arthritis, 
fibrositis. lumbago and sciatica. 


Directions: Adults and children: Hold the spray about 10-15 cms from 
the area to be treated: press the valve to allow the spray 
to cover the desired area 





| el In case of cuts, wounds, abrasions and 
|-4 minor burns 


IODEX® Antiseptic Spray 


— Contains a broad spectrum antibacterial 
drug — Povidone lodine. 


— Requires no further dressing. One application 
disinfects and dresses the wound — forms 
a protective covering over wound, which allows 
skin to breathe. 





Summary of Prescribing Information 
Formulation: Povidone lodine U.S.P. 5% w/w. 


Indications: For the treatment or prevention of infections, and to 
aid healing in ulcers, burns, minor injuries and incisions. 


Directions: Adults & children: Hold the spray about 5-10 cms from 
affected area and spray with a quick burst to cover 
the desired area. 
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Exercise and non-insulin dependent 


diabetes mellitus 


Seshiah V., Sundaram A., Hariharan R.S., 


Ganesan V.S., Venkataraman S., 


Exercise has been advocated in the treat- 
ment of diabetic subjects as early as 600 B.C. 
by the Hindu Physician Sushruta. However, 
the theoretical aspects regarding the influence 
of exercise on the metabolic state of diabetic 
subjects were recognised and appreciated in the 
post-insulin era. In the present day manage- 
ment of Diabetes Mellitus exercise forms a 
good adjuvant to diet therapy. The aim of 
prescribing physical exercise to diabetic 
patients is to achieve and maintain ideal 
body weight, amelioration of the diabetic 
state and improvement of the overall working 
capacity of the subjects. Exercises are of two 
types, namely, acute physical exercise and 
physical training. 


The physiological response to exercise 
consists of a fall in serum insulin level with 
elaboration of counter hormones and en- 
hanced glucose utilisation. The hormonal 
changes during exercise facilitate active 
hepatic glucose production, to replenish 
the fuels consumed. In contrast, in subjects 
with Non-Insulin Dependent Diabetes 
Mellitus (NIDDM) the normal fall in serum 
insulin does not occur with exercise and 
presumably the persistant insulin levels 
inhibit hepatic glucose production, which 
along with augmented glucose utilisation 
due to exercise, results in a fall in blood sugar. 
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The reduction in blood sugar enhances the 
sensitivity to insulin. Thus exercise serves 
to correct the prime pathogenic event under- 
lying the metabolic aberrations in NIDDM 
viz., diminished insulin sensitivity. 


The enchanced glucose uptake during 
exercise occurs in a setting of reduced serum 
insulin levels. Eventhough serum insulin 
(albeit at a lower concentration) is essen- 
tial for the glucose uptake, other factors 
have been suggested to play a significant 
role in this phenomenon. The exercising 
muscle is hypothesised to produce a muscular 
activity factor which facilitates the enhanced 
glucose uptake even by the non exercising 
muscles. It has also been suggested that 
eventhough the serum insulin levels fall 
during exercise, the increased blood supply 
and an increase in muscle capillary surface 
area contribute to increased delivery of 
insulin and glucose to the muscles. The 
physiological events maintaining glucose 
homeostasis during exercise could be repre- 
sented as follows: 


The glycaemic response to exercise 
depends upon the type of diabetes, the endo- 
genous insulin reserve and the mode of anti- 
diabetic regimen. As already outlined subjects 
with NIDDM respond by a reduction in 
blood sugar with exercise. The favourable 
response to acute exercise in NIDDM has been 
documented in subjects on diet therapy alone 
and those on diet and sulphonylureas. Caution | 
must however be exercised as the tendency 
for hypoglycemia exists especially in subjects 
who on oral hypoglycemic agents resort to 
prolonged exercise. Taking into consideration 
the favourable as well as the deleterious effects 
of exercise on the metabolic state of the 
diabetic subjects, aerobic exercise of moderate 
intensity like walking, jogging and swimming 
are recommended; for example, walking at 


COUNTER HORMONES 
+ 


PRODUCTION 


INSULIN 


COUNTER HORMONES 








INSULIN & EXTRA 
INSULIN FACTORS 


‘Glucose Homeostasis during exercise’ 


a speed of 4 Km./hr. results in ап expenditure 
of about 200 calories per hour while swimming 
at 60 ft./mt. results in a loss of about 300 
calories perhour. Such derivations along with 
the Meal plan facilitate in formulating a non- 
drug schedule for subjects with NIDDM. 
towards achieving the ideal body weight which 
by itself improves the glucose tolerance. Phy- 
sicians, however, should be guarded in sub- 
jects with vascular complications - e.g. Ischemic 
heart disease and proliferatiave retinopathy, 
in prescribing the exercise. 


The prescription of an exercise programme 
should take into consideration three important 
aspects viz., frequency, intensity and the 
duration of the exercise. A minimum of three 
exercise sessions per week each lasting for 
about 20-30 mts. is recommended. The inten- 
sity of the exercíse is assessed by the heart 
rate response generated during the exercise; 
ideally, achieving 70% to 8596 of the maximum 
heart rate would improve the cardiovascular 
fitness, though exercise of less intensity would 
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help in weight reduction and enhanced insulin 
sensitivity. The heart rate to be achieved in the 
various age groups of subjects during exercise . 
is tabulated as follows: 








Heart rate (Beats/Min.) to be achieved 
during exercise 
Age  MaximumRate Desired Range 
(70% to 85% of 
maximum) 
20 200 140 - 170 
25 195 137 - 166 
30 190 133-162 
35 185 130-157 
40 180 126-153 
45 175 123-149 
50 170 119-145 
55 165 116-140 
60 160 112-136 
65 155 109 - 132 
70 150 105 - 128 





Yoga is a form of physical training with 
proven beneficial effect on the diabetic state 
of subjects, besides inducing a state of well- 
being. Physical training which improves the 
glucose tolerance in subjects with NIDDM is 
associated with lower basal as well as glucose 
stimulated insulin levels with enhanced insulin 
sensitivity. The beneficial effect of physical 
training could be attributed to the cumulative 
effects of the acute exercise bouts, as cessation 
of exercise for about 72 hrs. fails to signi- 
ficantly reduce the glucose intolerance com- 
pared to that at 12 hrs. preceding the last 
exercise. 


J Acute Exercises Physical Training 
Glucose | Glucose | Basal 
Utilisation Production & 

қы (Due to persis- Glucose 

tantinsulin Stimulated 
levels) insulin levels 
i Blood glucose $ 


^ Insulin sensitivity l Insulin resistance 
Improved Glucose tolerance V 


Schematic representation of the effects of 


acute exercise and physical training on 
glucose tolerance 


Besides the effect on glycemic status, 
exercise training has a profound favourable 
effect оп hypertension, Obesity, cardiac 
performance and lipid profile (reduction of 
serum triglyceride and total cholesterol 
concentrations with elevated HDL-chole- 
sterol) with the attendant reduction in the 
atherogenic complications. 


Guidelines: 


The following guidelines should be 
adhered to before prescribing any exercise 
programme: 


i) Assessment of the metabolic state of the 
subjects. 


ii) Elicitation of details of the anti-diabetic 
regimen including diet history 


iii) Assessment of associated conditions eg. 
Hypertension, Ischemic Heart Disease, 
Retinopathy, etc. 


iv) Estimation of the Body Mass Index of the 
subjects (to categorise as obese or non- 
obese.) 


* * * 


v) Educating the subjects with regard to the 
practical aspects - to avoid exercise during 
periods of stress, following a large meal, 
to avoid alcohol before or immediately 
after exercise, to stop exercising should 
fatigue, breathlessness and angina develop, 
to anticipate hypoglycemia and act 
accordingly. 


Recommended for further reading: 


1. N. Abourizk: “Exercise”, in Clinical Diabetes Mellitus, 
Ed. G.P. Kozak, W.B. Saunders (1982), p. 86-91. 


2. F.W. Kemmer, M. Berger: “Exercise”, in Diabetes: part 
of treatment, part of life” in Recent Advances in Diabetes, 
No.1, Ed. M. Nattrass and J.V. Santiago, Churchill 
Livingstone (1984), p. 137-143. 


© 3. M. Vranic, F.W. Kemmer, P. Berchtold and M. Berger: 


"Hormonal Interaction in control of Metabolism during 
exercise in Physiology and Diabetes" in Diabetes Mellitus- 
Theory and Practice, Ed. M. Ellenberg and H. Rifkim, 
Medical Exam. Pub. Co. Inc. (1983), p. 567-99. 


4. P.Felig: "Exercise and Diabetes", in Diabetes Management 
in the '80s, Ed. C.M. Peterson, Praeger (1982), p. 118-24. 


5. D.H. Wasserman and M. Vranic: “Exercise and Diabetes", 
in the Diabetes Annual/3, Ed, K.G.M.M. Alberti and 
L.P. Krall, Elsevier (1987), p. 527-59. 


* * * 


If а woman has developed keloid scars after previous operations is there a risk of 


keloid occuring after episiotomy? 


5i9 


Кеіоі95 generally occur between the ages of 10 and 30, though they may occur at 
any age. The sex incidence is equal but there may be a familial predisposition. Some 
areas of the body are more susceptible than others to keloid formation. Keloids occur 
most frequently on the upper back and presternal area and less frequently on the 
face, neck, ears, shoulders, and upper arms. They are unusual on the lower back, abdomen, 
and legs, and never occur on the palm, the sole or the red area of the lips. The reason 
for this distribution is uncertain, but keloids are more common where skin tension is 
greatest and where sebaceous glands are most abundant. There are reports of keloids 
on the genitalia or perineum but this seems to be rare. 


(B.M.J. Vol. 996 б Feb. 1988) 


* * * * * * 


The first diagnosis of a generalised itching eruption is scabies, and the second 
and the third, and if your patient is not improving under your present diagnosis and 
treatment, think of scabies yet again. t 


(8.M.J. Vol. 996 16 April, 1988) 
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SANDIMMUN: (Cyclosporine Oral Solution) Mfcd by 
Sandoz/Switzerland in 50 ml bottle 
containing 100 mg. Price Ks. 3200/- 


IMURAN: (Azathiopurine). Mfcd by Burroughs 
Wellcome. Box of 50 tabs x 50 mg 
Price Rs. 200/- per 50 tabs. 


HMG MASSONIinternational Accepted formula 75IU 
(FSH) + 75IU (LH) (Same formula of 
Serono pergonal) Price Rs. 160/- per 
box of 1 vial + Solvent. 


HCG 100010: (Human Chorionic Gonadotrophin): 
Mfcd by Spic China) Price Rs. 44/- 
per box of 3 amps + solvent. 

ADALAT: (Nifedipine) Originally Bayer W. Ger- 
many. Price Rs. 250/- per box of 90 
caps x 10 mg. 

DUPHALAC:  (Lactulose) Mfcd by Duphar/ U.K. 
Price Rs. 115/- per bottle of 300 ml. 
Price Rs. 90/- per bottle of 200 ml. 

MESTINON:  (Pyridostigmine): Mfcd by Косһе- 
Switzerland Price Rs. 29/- per bottle 
of 20 tabs x 60 mg. 

ANTABUSE:  (Disulfiram) Mfcd by Dumex/ Bang- 
kok. Price RS. 450/- per box of 100 
tabs x 500 mg. 


M/s. BHAGAT TRADERS, 
323-F, Dr. Ambedkar Road, 
Matunga (€), 
BOMBAY - 400 019. 
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ZENTEL ........ 
| | (Albendazole, Eskayef) 
Тіс Ideal Anthelmintic 
hor Children 


© Theonly anthelmintic that kills worms 7 a N Е ж 757. 
at ай stages of the worm life-cycle; Suspension 
ee оа ioa The ideal anthelmintic for children | 


. € Offers broadest spectrum of action: 
effective against nematodes and 
cestodes. 


Presentation: In a Single Dose pack of 10ті 
suspension with a pleasant tasting orange flavour. 


6 Provides simple, si Seg no Summary of Prescribing Information 
ovides simple, single e: : 2 i. 
— — т FORMULA: Each 5ті. 'Zentel' Suspension contains 200mg of 
. complicated dosage titration; noneed  aivendazole. T ion can be administered as itis or 
cose f veral s! mixed with a of choice, DOSAGE AND | ‘ 
to ie opt std day ADMINISTRATION: Children over 2 years: 10ml (400mg) of - 
; ire f i mest Suspension as a single доза. Children 1 to2 years: 5ті, | 
oes r na or purain ‘Zentel’ Suspension as a single dose © CONTRAINDICATIONS: — - 
ео noc roque өзіне) = purging: ‘Zentel’ should not be administered during pregnancy. For 
women of child bearing age (15-40 years) ‘Zentel’ should be | 
& Offers more advantages than administered within 7 days after the start of menstruation,  . 
m eben dazol e or pyrantel ADVERSE REACTIONS: Gastrointestinal discomfort, C | 


preparations. tin case of suspected or confirmed Strongyloides, Taenia or 


Н nana infestation, 'Zentel' 400mg once daily should be given for — 
three consecutive days. А ; 5x. 
Further information is available on request: 
Post Box No. 2, Bangalore 560 049 
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TENOLOL o 


THE FIRST ONCE-A-DAY- 





CARDIOSELECTIVE, CARDIOPROTECTIVE, HYDROPHILIC 
BETA-BLOCKER | 





to control - |... The rational combination of 
- Blood pressure at rest and during Опсе-а-аау Cardioselective 
exercise for 24 hours. Beta-Blocker and a low-dose 
) long acting Diuretic, 
Ў ae to control:. 
- Cardiac Arrhythmias - Hypertensives uncontrolled with 
- Pre-infarct Angina and Beta-Blocker or Diuretic 
- Reduce mortality in Hypertension — TONOMNerapy. 
and Myocardial Infarction. - Blood-pressure for 24 hours. 
WITHOUT DISTURBING NORMAL WITHOUT ALTERING K-- LEVELS 
PATTERN OF SLEEP. 


TO SUIT INDIVIDUAL NEEDS 
DOSAGE FORMS TO CHOOSE FROM 


1. TENOLOL tabs (Atenolol 100 mg) 3. TENORK tabs (Atenolol 100mg + 
Chiorhalidone 25mg) 


2. TENOLOL - 50 tabs. (Atenolol 50 mg) 4. ТЕМОЯК - 50 tabs (Atenolol 50mg + 
Chlorthalidone 12.5mg) 


(PCA) 


IPCA LABORATORIES PVT. LTD. 
BOMBAY- 400 067 
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In the management of 
inflammation, Swelling and Pain 


pU : EX Ibuprofen 200 mg/400 mg 


CONSER, 








ІП 
BUFEX-PLUS 


(Ibuprofen 400 mg & Paracetamol! 500 mg) 


/ || | | | ЖЕР; 
The FULLSTRENGTH — | 
Anti-inflammatory Analgesic - 
// |, 
Presentation: бү orf er details please write to — 
Тұ ИС Г CEL Pharmaka Pvt. Ltd. 

Regent Chambers, 4th floor, 
Nariman Point Ramhav 400 021 
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“Morbidity and mortality pattern of scorpion 
sting in Warangal area in Andhra Pradesh” 


Sudhakar B. 


Summary 


Clinical features including a typical manifestations and compli- 
cations have been studied in eighty cases of scorpion sting admitted 
during one year in Warangal Hospital. The causes of death are analysed. 


Introduction 


Scorpion belongs to phylum arthropoda 
class arachnidas and order scorpionida. Of the 
650 species in the world 86 species are known 
in India. There are 50 species which can cause 
serious illness including death. Buthus tamulus 
is common in Andhra Pradesh and is found in 
Kurnool and Cuddappah districts. 


The abdomen of a scorpion has six seg- 
ments tapering to a single sharp sting at the 
end. The sting has a small opening and is 
served by two relatively large venom glands. 
When a scorpion strikes the muscles squeeze 
the glands simultaneously and the venom is 
orced into the wound. The venom is ejected 
with such a force that it can easily reach a 
distance of two feet towards the front side of 
the scorpion. In general the venom contains 
a neurotoxin which is a toxalbumon, coagulins 
or agglutinins, lecithin, haemolysins, cardio- 
toxin, proteases, amylase, phospholipase-A 
and ferments. Though Indian literature is 
available on the effects of scorpion sting, 
literature is not available about our state. 
Hence we have studied eighty cases of scor- 
pion sting admitted in our hospital. 
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Material and methods: 


The severity of scorpion sting can be classi- 
fied into three stages. 


Mild: Those with local signs, pulse and blood 
pressure are normal. Heart and lungs are 
normal. 


Moderate: Those with sweating, vomiting, 
tachycardia, peripheral circulatory failure, 
abdominal tenderness, central nervous system 
manifestations, toxic myocarditis, and con- 
gestive heart failure. For the diagnosis of 
myocarditis, two or more of the following 
features are taken as criteria-arrhythmias, 
missed beats, systolic murmurs and E.C.G. 
evidence of myocorditis. 


Severe or Moribund: Imperceptible pulse, 
Blood pressure unrecordable, gasping respi- 
rations, coma and oliguria. 


Most cases of scorpion sting which came 
to casualty are mild. They are treated there 
only and sent home. Moderate and severe 
cases only are admitted. We have studied 80 
cases in moderate and severe category which 
were admitted in the hospital. These cases 
with a definite history of scorpion sting are 
included in the present study and those with 
doubtful history are excluded. 


Observations: 
The following observations were made. 


Age and sex wise distribution of the cases 
is shown in the table- 1. 


EEE SS SS 


can 


Table - I | Table - IV 
Age and Sex distribution of cases | 


Table Showing presenting signs 
Age group Males Females 
Zen EA! GSA STR RECO SP Ex n No.of Percent- 
e : j No. cases age 
21-30 10 xo 
31-40 5 E l. Tachycardia 57 63.15 
41-50 2 Nil 2. ColdandClammy 
51-60 Li l extremities 45 . 56.25 
3. FallinB.P. 20 25 
Тоң! © Э 4. CrepitationsinLungs 15 18.75 
5. Triple Rhythm 9 5:40:25 
Table - П 6. Tachypnoea 5528 
Showing Time lag between scorpion sting 7. Hypertension S 6.25 
and time of Admission 8. Drowsiness $1335 
—— O,  Palpable Liver 25% 205 
TimeLag ^ No.ofCases Percentage 10, Dribbling of Saliva 771% 
есе 2 САМ Nido dc. IT i 1:71:25 
1-3 Hours 14 17.5 12.  Ectopics 1 1.25 
3-6 Hours 23 28.75 (3; реа | | 125 
6-10 Hours 18 22.50 n ERETT T. ; 
10-24 Hours 10 12.50 L5 WHEN E c dee 
1-2 Days 15 18.75 15. Dysarthria I4 4125 
M EL C SEDAN NNI inne (nodal 
Total 80 100% mouth кз 
17. Alteredsensorium 1 1.25 
Table - III 18. Hemiplegia and 
Table Showing the Presenting Symptoms in Aphasia І 15 
80 Cases Eb HEC UN эЛ EE CIC el Re 
SI. Presentingsymptoms No.of Percent- Table - V 
No. cases age | 
"Complications 
1. Painatsite 80 100 
2. Sweating 55 68.75 
A EEA л 5%; SI. Complication No. of Percent- 
es 
5. Vomiting 11 13.75 bs Ie i ae 
6. Painchest — "dede E 
7. Haemoptysis E i T E 1. Peripheral circu- 
8.  Puffiness of face 2 70 S latory failure 45 562 
9. Giddiness 1 125 2. Myocarditis 21: 18.15 
10. Convulsions г 12 3. Pulmonary edema £3 4.79 
11. Thirst 1 1.25 4 CHF 3 25 
12. Haematemesis | 125 fot DR 
13. Not passing urine Leis: 11225 3." Aspsrabon 
14. Irritability 7 808 pneumonia 2 1.25 
15. Excessive Salivation 13 4125 6. А.К. 1 1.25 
16. Fever 1,4); dude 7. Hemiplegia 1 1.25 
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Table - VI 
Causes of Death 


51. Cause of Death No. of Percent- 





No. cases age 
1. Peripheral circu- 

latory failure with 

shock 5 45.46 
2. Myocarditis 3 2537 
3. Pulmonary edema ] . 9.09 
4. Нетіріеріа е ROD 
5. A.R.F. convulsions 

and haematemesis p 95250 

TOTAL 11 10096 

Discussion: 


There is a high incidence of scorpion sting 
in Warangal area. Living in thatched houses 
surrounded by heavy undergrowth of vege- 
tation, agricultural practices involving stack- 
ing of hay etc., may be responsible for the 
high incidence. The lethal potential of a scor- 
pion compared to that of a snake is generally 
under estimated. 


Local pain is a universal symptom and is 
seen in all our cases. Another common sym- 
ptom is sweating which is seen in 68.75% 
cases. Excessive salivation, which was noticed 
in 80% of the cases reported by D.S. Singh? 
is seen only in 1.25% in the cases studied by 
us. C.N.S. manifestations are in the form of 
giddiness, convulsions, irritability, drowsiness, 


* * * 


coma, anxiety, dysarthria altered sensorium 
and hemiplegia. Hemiplegia is a rare compli- 
cation of scorpion sting. So far only 4 to 5 
cases are reported in Indian literature, 
Bisarya? et al poslutated that hemiplegia is due 
to the direct effect of toxin which is neuro- 
toxic or due to thrombi in small vessels which 
are difficult to visualise by angiography. 
Another significant sign associated with scor- 
pion sting is the high blood pressure. Five of 
the cases exhibited this. Changes in blood 
pressure could be due to autonomic storm 
and subsequent release of catecholamines’. 


Out of the eighty cases reported, eleven 
resulted in deaths (13.75%). The common 
mode of death was peripheral circulatory 
failure and shock followed by myocarditis. 
Among the eleven victims who died six were 
admitted 24 hours after the scorpion sting 
and two cases were admitted after 10 hours. 
Late admission in moribund condition may 
be responsible for high incidence of ceath in 
this category. 
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Infections with salmonella from poultry are continuing to increase in Britain desp te 
attempts to improve the processing of chickens and turkeys (Epidemiology and Infection 
1988; 100: 175-84). The best method of eliminating salmonella infection from poultry 
before retail sales would be by exposing the birds to ionising radiotion-a method 
known to be safe and effective but one which is, apparently, unacceptable to the pubiic, 


which equates any hint of radiation with leukaemia, two headed monsters, and so on. 


(8.MJ. Vol. 996 30 April 1988) 


We report a case of severe generalised chorea, agitation, and emotional distur- 
bance due to digoxin excess. 


A 63 years old woman with a dissection of the ascending, aorta had been treated 
conservatively for one month with digoxin 250 ша daily, labetalol 100 mg. three times 
a day dihydralazine 25 mg. twice a doy, isosorbide mononitrote 20 mg. three times 
a day, bromazepam 1.5 mg. three times a day, and triameterene one capsule daily. 
During the operation the defect of the intima was reconstructed with a haemoshield 
prosthesis. The patient was haemodynamically stable immediately afterwards. Post- 
operatively she was treated with digoxin 250 шо daily, triameterene one capsule 
daily, and, for three days, prednisolene acetate 25 mg. daily. Three days ofter the 
operation she started to complain of extreme fatigue, showed no clouding of conscious- 
ness but was disoriented in time, appeared to be frightened, and had an impaired 
memory. Generalised symmetric choreatic movements increased in severity during 
the next few days to such an extent that she injured herself. The patient had neither 
been treated with neuroleptic drugs nor received other medication in the past which 
could have caused chorea. There was no history of rheumatic fever. Computed tomo- 
graphy of the brain without contrast enhancement showed no abnormalities. Extensive 
laboratory values were repeatedly within normal ranges. 


The digoxin value, which had not been recorded previously, was 34 19/1 (thera- 
peutic range 10-26 1.9/1) one week after surgery. Digoxin was then discontinued and 
she was treated successfully with oral haloperidol 5 mg. daily for one month. After the 
tapering off of haloperidol the abnormal involuntary movements did not return (follow 
up two years). 


(8.MJ. Vol. 996 30 April 1988) 


* * * * * * 


What is basilar artery migraine? 


Basilor artery migraine was first desribed in 1961 by Edwin Bickerstaff. It causes 
dysfunction of the brain-stem, cerebellum and occipital cortex, the areas presumably 
supplied by the basilar artery and its branches. 


The clinical picture is dominated by severe neurologic deficits that suggest a serious 
cerebral disorder. The features include severe paraxysmal headache and atleast three 


of the following symptoms or signs: 


1. biocciptal headache, 2. impairment or loss in the temporal and nasal fields of 
both eyes,, 3. disturbed occulomotor functien, such as diplopia or nystagmus, 4. dysar- 
thria, 5. vertigo, 6. tinnitus or impaired hearing, 7. ataxia of gait, 8. bilateral paresis, 
9. altered consciousness such as amnesia, confusion, somnolence, stupor or syncope. 


(Journal of Applied Medicine Vol. 14 feb. 1988) 
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Editorial | 


P.E.T. (Positron Emission Tomography) 


Positron Emission Tomography (P.E.T) 
is a modern brain imaging technique reveal- 
ing, in the living awake human being, ongoing 
metabolic activity in various regions of the 
brain. Neurons consume oxygen and glucose 
during activity. In fact, the brain is one of 
the most metabolically active organs in the 
body, utilising 80 per cent of the body’s 
glucose consumption. PET measures this 
metabolic activity, detecting subtle increases 
or decreases during tasks such as listening, 
talking and in persons who have brain dis- 
orders. Radio-isotopes of substances naturally 
occurring in the neuronal metabolic activities- 
such as oxygen, nitrogen and carbon are 
introduced into the system eg. ST 
oxygen (075), labelled CO, (C), МІЗ o 
F'5, These isotopes decay by emitting a 
subatomic particle called a positron. The 
isotopes have very short half-lives, emitting 
half of their radioactivity between 2 (0'°) 
and 110 (F'*) minutes. Such rapid decay 
allows study after patients receive a very 
low dose of radioactively tagged chemical. 
Because of the low dose, serial studies can 
also be done safely. The emitted positron, 
shortly collides with an electron and energy 
is released in the form of two photons, which 
fly apart at approximately 180^. Thus each 
positron decay sends a two-directional signal 
which can be simultaneously recorded by 
radioactive detectors. The information from 
many such signals is synthesised by com- 
puter and an image of the region of the brain 
is reconstructed. The detectors are arranged 
in a ring, much like a flat doughnut and 


produce images in a series of upto 14 brain 


slices. The reconstruction actually shows 
the distribution in various regions of the 


brain of the organic compound containing 
the positron-emitting atom. With labelled 
СО», the picture represents the cerebral 
blood flow. With labelled О», it indicates 
the brain’s utilisation of oxygen; When 
deoxyglucose, an analog of glucose is used, 
it reveals the brain’s use of glucose and so 
on. 


PET Scan is at present being used only 
in select places and mostly in the developed 
countries. PET study of the normal brain 
metabolism during various functions has 
confirmed and re-defined, the complex 
functional localisation in the brain. In many 
disorders of well known structural changes 
in the brain, PET scan has shown that meta- - 
bolic changes occur earlier than structural 
changes and that these changes are detected 
by PET scan, when GT scans are normal. 
Such disorders include early stages of stroke, 
Alzheimer's disease, Huntington's chorea 
and Parkinsonism. PET scan has helped 
localise epileptogenic lesions in patients 
with partial complex seizures who respond 
to surgery, more accurately than conven- 
tional CT scans. PET study has provided 
a complete “profile” of brain tumours - in 
terms of their aerobic and anaerobic glucose 
metabolism, blood flow in and around the 
tumour, etc., PET elucidation of the early 
phase of stroke has revealed that the slowed 
rate of oxygen metabolism is the most un- 
favourable factor influencing the outcome 
of stroke, even when blood flow is normal 
(after the initial drop which caused the 
stroke). Studies have also shown that only 
patients who had transient ischaemic attacks 
(small strokes) with no lasting neurological 
deficit benefitted from the extracranial- 
intracranial cerebral artery bypass surgery, 
contrary to the earlier notion that any chronic 
ischemia cOuld be fully relieved by the 


surgery. 


The uses of and indications for PET. 
scanning are expanding with active research | 
in progress in developed countries. In India, 
PET scan still remains outside the orbit 
of “routine special procedures” a place 
which C.A.T Scan has already earned: it 
may not be long before these newer imaging 
techniques like P.E.T. Scan and NMR also 
find their place. If CAT can be used, why 
not another PET? 


(Dr. М. Hariharasubramanian, M.D., Ph.D.,) | 
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Correspondence 


Dr. R.R. Ramdurg 
I.P.M. Dispensary, 
IPM, Dandeli. 


Q: What is the new line of treatment of (a) 
gradual epilepsy (b) How long treatment 
should be continued (c) Treatment during 
attack & (d) line of treatment in children. 


À: The treatment for epilepsy is to administer 
anti-convulsant drugs continuously for a 
period of four to five years, with adequate 
medical supervision. In some children, it 
may be possible to reduce the dose of drugs 
gradually after some years, on medical advice. 


In our country if the patient is poor, it 
is better to start the patient on Dilantin. 
Those who can afford may be given Carba- 
mezapine or Sodium Valporate. 


(Dr. B. Ramamurthi) 


* * * 


Dr. S. Sivakumar 
Sarojini Clinic, 
Sayalgudi, 
Ramnad Dist., 
Tamil Nadu. 


Q: A 34 year old woman of 8 months ame- 
norrhoea was clinically diagnosed as a case 
of right sided Bell's palsy. 


Can we adivse Galvanic stimulation for 
this patient? 

If so, at what strength? 

Kindly enumerate appropriate drug therapy 
for this case. 


A: In Bell's palsy Faradic stimulation may 
be useful to keep the muscles active during 
the period of paralysis. Because of the theory 
that there is an inflammation in the stylo 
mastoid foramen, many physicians advise 
administration of steroids for three weeks. 
This treatment must be started immediately 
after the onset of Bell's palsy. Later treat- 


524 


ment will not be helpful. Regular massage 
and facial exercises are important. 


(Dr. B. Ramamurthi) 


* * * 


Dr. Azizur Rehman 
Physician and Surgeon, 
Pathanpura, 
Najibabad, 

U.P. 


Q: Please let me know about the antimalarial 
drugs in pregnancy? 


A: The dangers of malaria in pregnancy 
are, abortion, prematurity and fetal growth 
retardation. Also the mother has the risk 
of haemolytic crisis. At the same time, no 
antimalarial drug is entirely safe in pregnancy. 
But we have to remember that the fetal and 
neonatal hazard of the drugs is less than the 
risk of an attack of malaria. 


Pyrimethamine and Proguanil are folate 
antagonists and should be avoided if possible 
during the first trimester of pregnancy, 
though there is no evidence that either 
is teratogenic in the doses used for malaria. 
Though Chloroquine has been suspected 
of causing neonatal deafness when used in 
Ist trimester, the evidence for this is poor 
and it is safer than quinine. For those strains 
of M. Parasites resistant to Chloroquine, 
Maloprim is the preparation of choice. 


(Dr. Mrs. Revathy Janakiram) 
* * * 


Q: Please prescribe the suitable treatment 
of vaginitis in pregnancy? 


The commonest causes of vaginitis in 
pregnancy are trichomonal, monilial or 
gonococcal infection, so after confirming 
the causative factor by vaginal smear exa- 
mination, patient is treated as below: 


= a ne НЕНЬ ЕЛИНИ НАА 
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TRICHOMONIASIS: In the Ist trimester, 
local application of vaginal tablets containing 
CLOTRIMAZOLE/IMIDAZOLE is the best. 
The male partner should receive treatment 
with Metronidazole concurrently. 


MONILIASIS is treated best with Nystatin 
vaginal tablets or Candicidin vaginal pes- 
saries. 


GONOCOCCAL The drug of choice is 
Penicillin. For those allergic to Penicillin, 
the alternative is Spectinomycin 4g. as single 
IM dose. 


(Dr. Mrs. Revathi Janakiram) 


* * * 


Dr. (Mrs.) Sivathalam 
29, Naval Hospital Road, 
Periamet, 

Madras - 600 003. 


Q: What are the causes of itching papules 
on the skin in pregnancy? 


A: 1. Prurigo Gestationis 
2. Herpes Gestationis 
3. Papular dermititis of pregnancy 


are the common causes of itching papules 
in pregnancy. Prurigo gestationis is a per- 
sistant papular eruption which develops 
after the fourth month of pregnancy and 
is usually seen first on the abdomen, thighs 
and buttocks. It is usually preceded by a 
phase of intense irritation and discomfort. 
The eruption clears up quite quickly after 
delivery. Local application of calamine is 
sufficient. 


Herpes gestationis: The eruption develops 
most frequently in the second trimester and 
then waxes and wanes until term, clearing 
up within 30 days of delivery. The exact 
etiology is unknown. 


(Dr. Mrs. Revathy Janakiram) 
* * * 


Dr. Rabi N. Tripathy 
Medical Officer, 
Panimora Dispensary, 
P.O. Panimora, 

Via. Sohela, 

Dist. Sambalpur, 
Orissa. 


Q: What are the causes of pigmentation 
of areola besides pregnancy? A fair young 
unmarried girl claims that she had never 
had coitus or pregnancy though areolas are 
heavily pigmented and nipples well developed. 
Could she be true? 


A: Apart from pregnancy, pigmentation 
of areola can occur as a result of hormonal 
effect. In an unmarried girl, whom you des- 
cribe, it can be due to estrogen therapy. 
So, please enquire whether she had a course 
of estrogen therapy for either primary or 
secondary amenorrhoea. In due course it 
will disappear but will take a longtime. 


(Dr. Mrs. Revathi Janakiram) 


* * * 


Dr. R.S. Patel 

Patel Nurshing Home, 
Himatnagar (S.K.,) 
Gujarat. 


Q: Kindly let me know the failure rate of 
abdominal sterilisation by various methods? 


A: Variou, methods are puerperal sterili- 
sation (P.S.), caesarian with sterilisation, 
TAT (trans abdomin^'  .oectomy) and 
laporoscopic sterilisation. The failure rate 
with P.S. is О.2%. There is a slightly higher 
failure rate when tubal sterilisation is done 
at the time of caesarean section than TAT 
for which it is about 0-3%. This is explained 
to be due to the fact that there is increased 
vascularity and edema of the tubes and this 
tissue edema prevents total occlusion of the 
tubal lumen which may permit recanalisation. 


.- 
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The incidence of failure rate with lap- 
aroscopic sterilisation has been found to be 
nearly 4 to 5 times more than other proce- 
dures. The probable reasons are: 


l. Ligation of round ligament or ovarian 
ligament, instead of tubes by mistake. 


2. The breaking up of fallopian ring if not 
of good quality. 


3. Picking up very small loop of tube, which 
may not have included the entire lumen 
or may slip away With tubal peristalsis. 


(Dr. Mrs. Revathi Janakiram) 
* * * 


Dr. Vishwanath Aggarwal 
Jaigaon, 
Jalpaiguri. 


Q: a. How to diagnose ectopic pregnancy? 
b. Whether abortion can be done in a 
case of ectopic pregnancy? 
c. Abortion should not be done if there 
is a little doubt of ectopic? 


* * * 

TREATING INFECTIONS ...— | 
whatever may be the 
infecting organism 
or site 
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A: a. The typical symptoms of ruptured 
ectopic are, severe pain abdomen, fainting 
attacks and other features of shock, following 
a short period of amenorrhoea. The patient 
is usually anaemic with tachycardia and 
signs of shock. The most important sign is 
on vaginal examination, movement of CX 
is extremely painful and there wili be full- 
ness and tenderness in the pouch of Douglas 
(POD) due to the pelvic haematococale. 
To clinch the diagnosis, Culdocentesis ie 
aspiration of POD through posterior fornix 
- will reveal altered blood. Vaginal exam 
may show the uterus of normal size with an 
adnexal mass, which is pulsatile; confir- 
mation is best done by ultrasonography. 
An empty uterus with an adnexal mass and/ 
or the presence of free fluid in the pelvis 
together with the positive test for pregnancy 
(PHCG) is diagnostic. 


b&c. I think by abortion he means D & C. 
If so, curettage is not the treatment of ectopic 
pregnancy. The management of ruptured 
ectopic is immediate laparotomy and salpin- 
gectomy. 


(Dr. Mrs. Revathi Janakiram) 
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Occasional Review 


Long term urithral catheterisation in the 
elderly: 


Incontinence and retention of urine are 
common in the elderly, and the apparently 
simple solution of urethral catheterisation 
is immediately attractive, particularly in 
patients with declining physical and meatal 
health. But it is in this group that long term 
catheterisation is most difficult. The compli- 
cations of infection, blocked catheters, and 
leakage of urine may lead to a frantic rate 
of replacement, often with bigger and bigger 
catheters. The patient then suffers discomfort 
and loss of dignity, and considerable pressure 
is put on the community nursing services. 


In a study of patients admitted to a chronic 
care centre in the Netherlands 16% had an 
indwelling catheter; yet fewer than one fifth 
of the catheters remained in place.for the 
designated period of one month. Most needed 
replacing because of persistent blocking or 
leakage. Some of the catheters, all of which 
were originally intended for long term 
management of retention, could be success» 
fully removed. Kennedy and Broklehurst 
have highlighted the varied and contradictory 
attitudes of doctors and nurses to the com- 
plications of indwelling catheters; they also 
showed that many were vague about the 
original indications for long term catheteri- 
sation. 


The common indications are incontinence 
or retention of urine, which may be real 
or imagined. Incontinence in the elderly 
secondary to bladder instability, immobility, 
and confusion is common and deserves more 
medical interest than simply committing a 
patient to hfe with a catheter. The patient 
can often be successfully managed with 
urodynamic investigation and conservative 
treatments-such as bladder training for 


detrusor instability and various incontinence 


appliances. Retention of urine and severe 
bladder outflow obstruction are best treated 


by an endoscopic operation, which is rarely 
contraindicated with current anaesthetic 
techniques. 


In those patients in whom long term 
catheterisation is inevitable most catheters 
require replacement in less than four weeks 
because of blockage or bypassing. There 
may also be more serious complications such 
as sepsis, Dut few studies have attempted to 
assess the risk. Hospital patients who are 
catheterised for a short term have an increased 
mortality because of the catheter, but the 
risks of long term catheterisation are more 
difficult ‘to assess. Bacterirufa is unavoidable 
in over 90% of patients and is not prevented 
by antiseptics and antibiotics, which en- 
courage multiplication of resistant organisms. 
(A possible exception is that antibiotics may 
be used in those with Proteus infection as 
this may rapidly block catheters with triple 
phosphate encrustations.) Instilling anti- 
septic solutions into the drainage system, 
and using them for local cleaning of the 
urethral meatus or bladder lavage are also 
unsuccessful in preventing bacteriuria. 
Bladder lavage may, however reduce the 
incidence and severity of catheter bypassing 
by preventing debris from accumulating. 


Opinions vary on which type of catheter 
to use long term. Repetitive catheterisation 
is traumatic and may cause false passages, 
urethral erosion, and strictures, and the 
risk of stricture formation is partly related 
to the toxicity of the catheter material. In 
the short term pure silicon catheters have 
proved superior in this respect to latex cathe- 
ters. Of greater importance in long term 
catheterisation, however, gains of silicon 
over coated or uncoated latex are less apparent. 
The success of long term é¢atheterisation is 
probably more closely linked to catheter 
care than to the type of catheter, particularly 
in the community, and a small (16F) latex 
catheter with a 5-10 ml. balloon is probably 
as effective as the more expensive alternative. 
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Тһе rate of catheter renewal varies 
between patients and is reasonably predi- 
ctable for the individual. Ferrie and colleagues 
defined two groups of patients according 
to the likelihood of catheter blockage or 
bypassing and recommended that for those 
who had a low incidence of complications 
the catheter could be checked fortnightly 
and changed every 8-12 weeks. For com- 
plicated cases they suggested thrice weekly 
bladder lavage with tap water and a change 
of catheter every four weeks. They also 
suggested spigoting the catheter during the 
day with three, hourly emptying to prevent 
local trauma to the bladder and allow greater 
mobility. 


* * * 


A close relationship is needed between 
staff in the community and those in hospital 
so that specific problems such as leakage 
because of detrusor spasm and stone for- 
mation can be treated. The essential feature 
of a successful programme for long term 
catheter care is, however, that it is com- 
munity based and dependent on district 
nursing staff who have specific training 
and expertise. If doctors and nurses think 
harder about who needs a long term catheter 
and about how to manage patients with long 
term catheters in the community then fewer 
nospital admissions will be necessary. 


(B.M.J. 28 March 1987) 


* * * 


+ 


HYMEN: Hymen in Greek means membrane; any membrane, not a particular mem- 
brane. The word still has this general use in, for example, hymenoptera, which are the 
insects-comprising bees, wasps, and ants-with membraneous wings. As for its specific 
use to denote the membrane at the vaginal orifice, Vesalius mentions it in De Humani 
Corporis Fabrica (1543) and there seems to be no doubt that the Greek used the 
term more particularly in relation to the marriagg ceremony and its consummation. 
"Hymen" was ritual cry that greeted the announcement of virginity removed. In other 
cultures and at other times the act was not accorded the privacy we now take for 

-. granted. Indeed, early this century the exhibition of a blood spotted sheet was required 
as evidence of premarital virginity in some subcultures of Eastern Europe. With ensuing 
formalities, perhaps from considerations of delicacy, Hymen became a bridal song, 
then a song of praise of the deity of marriage. Hymen, in his capacity as this deity, 
was represented as a young man carrying a torch and veil. As a celebratory and ritual 
song of praise to a deity, the "e" was dropped, yielding "hyumn"—o far cry from its origin. 


* * * 


(8.MJ. Vol. 996 Feb. 1988) 


* * * 


Experienced cardiologists will often detect the third heart sound—diagnostic of heart 
failure—when their juniors cannot. An editorial in "Chest" (1987; 91: 801-2) argues that 
despite all the new diaagnostic technology such a simple and informative sign is worth 
both preserving and emphasising—especially for doctors who see patients in their own 


homes.. 


* * * 
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(B.MJ. Vol 995 1 August 1987) 
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Results of a multicenter study coordinated by the Centers for Disease Control in 
Atlanta confirm a link between Reye syndrome--a rare form of encephalopathy in children, 
which can be fatal--and the use of aspirin to treat children with chicken pox, respiratory 
infections, or gastrointestinal illnesses. The investigators reported that more than 90% 
of the test group with Reye syndrome had recently received aspirin for a variety of ill- 
nesses. The data compiled for this controlled study--published in the Journal of the 
American Medical Association (1987:14:1941)—indicate that the use of aspirin among 
children is declining. 


(New York State Journal of Medicine - July, 1987) 


* * * * * * 


Defects in the enamel of baby teeth тау correlate with hearing loss, according to 
researchers at Case Western Reserve University (Cleveland-Ohio). The results of a pilot 
study (Denistry Today 1987; 6(3):1, 38) suggest that enamel detects which manifest 
as a line or.arc across the teeth may be a sign of hearing loss as well as of other neuro- 
logic disorders. 


The two abnormalities--hearing loss and the enamel defect--are both thought to 
occur due to oxygen deprivation sometime during the pregnancy. The ears and the teeth 
develop at about the same time during gestation. Furthermore, the location of the enamel 
defect on the tooth can be used to determine how early in the pregnancy oxygen 
deprivation occurred and how extensive the hearing loss might be. · 3 


It is important to note that enamel abnormalities can occur in the absence of any 
other disorders. But the high correlation noted in this study suggests an easily identifiable 
biological marker for hearing loss. 


(New York State Journal of Medicine - July, 1987) 


A young man in his 30s with diabetic retinopathy who is well controlled on biphasic 
insulin has refractory hypertension--blood pressure 170/120 to 180/ 195 mm Hg.--uhich 
has not responded to treatment with nifedipine. What treatment is advised? 


The choice of a suitable antihypertensive drug in diabetic patients depends not only 
on efficacy and safety but also on possible adverse effects on glycaemic contro! and 
plasma lipids that may occur when tnese patients take p b lockers and thiazide diuretics. 
As this patient has moderately severe hypertension not controlled with nifedipine the 
use of an angiotensin converting enzyme inhibitor (captopril, enalapril) given alone or 
combined with a diuretic could be considered. Although further studies are still needed, 
reports to date suggest that angiotensin converting enzyme inhibitors are safe in insulin 
dependent diabetics and do not offect blood glucose. Captopril when combined with a 
diuretic attenuated the effect of the latter on plasma glucose and cholesterol. In insulin 
dependent diabetics with nephropathy captopril treatment reduced microalbuminuria 
and over a two year period reduced the deterioration in glomerular filtration rate. Provided 
that dosage is adequately adjusted renal impairment should not therefore be a con- 
traindication. 


(В.М.). 22 August 1987) 


* * * ж ж ж 
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ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is 
available for ready supply to the Medical Profession in India. 


The vaccine is: 


*Broad Spectrum *Slow desentising agent 
*Most effective in; (i)Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 










Available in phials of 10 ml. only. 
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Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
which will be evaluated by the credential committee. 


For details contact: 

Secretary General 

College of Chest Physicians 
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LEARNING EAR SURGERY BY TEMPORAL BONE DISSECTION - 1988 
Author: Dr. K.K. RAMALINGAM 


Rs. 75/- less 10?6 discount 
Postage charges extra 


This is an Operative Surgery book for learning ear Surgery. 


| This book describes in detail with suitable and clear illustrations, the steps of various operations in-the 
middle ear and inner ear. The description of each operation is given in such a way that the postgraduate end 
the ENT surgeon wanting to léarn ear surgery will find this extremely useful to practice the various operaticns 
on the temporal bone. Each operation is given in the form of a seperate exercise, starting from description of 
mounting the temporal Bone on the temporal bone holder. Description is given for dissection of both dry 
and wet Temporal Bones. | 


This book also gives information about the description and availability of various ear surgical instruments 
including operating microscope, electric drill, handpieces, burrs, Temporal Bone dissection holder with stand etc. 


Distributors:- 


M/s. CURRENT TECHNICAL LITERATURE COMPANY PRIVATE LIMITED. 
| 152, Thambu Chetty Street, 
Post Box No. 128, 
MADRAS - 600 001. 
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Manual of Introductory Clinical Medicine - 
A Student-to-Student Guide 
(Second Edition - 1988) 


Roger M. Macklis 
Michael E. Mendelsohn 
and 

Gilber H. Mudge 


Churchill Livingstone, 
London. 


В.1. Publications Pvt. Ltd., 

61-63, Lakshmi Building, 4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 


Price: $ 8.95 


Compiled by two second year medical 
students and edited by "apparently" juhior 
specialists, this little book is a refreshing 
presentation: of clinical methods, critically 
presented as from "the other side of the 
table," in contradistinction to the more 
traditional books like Hutchison's, Papp- 
worth's or Chamberlain's. Each chapter is 
prefaced by apt aphorisms of contemporary 
clinical teachers in U.S. hospitals. Chapters 
on labortory tests, radiology, haematology 
and ECG as well as excellent color plates 
of microbes and of dermatology, add to the 
usefulness of the book. A model case sheet 
of pneumonia written by a "student" is 
reproduced in all its length and detail (I dare 
say, that's some case-sheet, really!). The 
pathophysiology and clinical features of 
about 150 different diseases are discussed 
briefly. Another useful material is the guide- 
line on case presentation in wards. Thoroghly 
American in its format, the book is very 
readable and useful in India for the resident 
intern, who has made it to the degree but 
has had little time to savour the transition 
from the theoretical graduate studies to the 
practical in-the-ward training. The price is 
reasonable, being an International Student 
Edition. 

(Dr. N. Hariharasubramanian, M.D., Ph.D.,) 
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Essential Psychology for Medical Practice 


Andrew Mathews 
and 
Andrew Steptoe 


Year - 1988 


Churchill Livingstone, 
London. 


B.I. Publications Pvt. Ltd., 

61-63, Lakshmi Building, 4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 


Price: £ 7.50 


This book, is part of a series labelled 
"Student Notes" by the publishers. It gives 
an overview of themes in psychology such 
as learning, memory, sleep, pain, body- 
image, psychosomatics and somatopsychics - 
which influence presentation and outcome 
of many diseases. By and large, the language 
is as much simple as the abstractness of the 
ideas allow. In our graduate curriculum, 
we get very little exposüre to the art of looking 
into the mind and social environs of the patient 
and later, in our professional career, each 
of us delves in it in a highly variable manner, 
not in the least, due to our ignorance of the 
mental processes and their impact on health 
and illness. Books such as this help to create 
the awareness that "psychology is essential 
for medical practice." 


(Dr. N. Hariharasubramanian, M.D., Ph.D.,) 
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Cautions on Hypoglycemia to be Given to Patients When Prescribing Oral 
Hypoglycemic Preparations : 


Cautions to those taking oral hypoglycemic 
drugs (hypoglycemics) 


A drug for diabetes mellitus has been pres- 
cribed. This drug may induce serious hypo- 
glycemia. 

Please pay careful attention to its prevention 
and treatment. 

Make these cautions known to your family 
and others. | 


1. 


What is hypoglycemia? 


This is a state where there is a lack 
of adequate sugar in the blood. You may 
suddenly experience an unusual feeling 
of hunger, lack of energy, sweating, shak- 
ing of your extremities, blurred vision, 
light headaches, lack of concentration, 
vertigo, or abnormal behaviour: It usually 
occurs when you are hungry, and you 
will recover quickly if you eat something. 
In extreme cases, you may have a seizure 
or lose consciousness. Since hypoglycemia 
is a very dangerous state, it should not 
occur often, and if it does occur, it must 
be treated while mild. 


The patient may not notice the onset 
of hypoglycemia, so family members and 
friends must always pay attention to signs 
of it in the patient. 


. How to prevent hypoglycemia? 


(1) Follow the instructions of the attending 
physician concerning the admini- 
stration and dosage of the drug. Do 
not change the dosage or admini- 
stration without permission - it is very 
dangerous. 


(2) Follow diet instructions strictly. Do. 
not skip meals. Excessive drinking, 
hard exercise or diarrhoea may easily 
lead to hypoglycemia. If you fail to 
take regular meals, report this to your 
physician and receive his instructions. 


(3) Some drugs, when taken together, 
may induce hypoglycemia. If you are 
taking other drugs, consult your doctor. 
If other drugs are prescribed by another 
physician, you must declare that you 
are currently taking a drug for diabetes. 


. If hypoglycemia should occur: 


(1) If the degree of hypoglycemia is slight, 
you can cure it quickly by eating sugar. 
Always carry three or four cubes or 
sachets of sugar with you, and take 
it whenever necessary. Do not try to 
tolerate the symptoms. 


(2) In spite of sufficient attention, you 
may be stricken by serious hypogly- 
cemia and lose consciousness. As a 
safety precaution, you are advised 
always to carry a card saying that you 
are taking a diabetic drug, so that 
you may be taken care of immediately 
if you lose consciousness. 


(3) If you experience hypoglycemia, please 
report this to your doctor immediately. 


. If. hypoglycemia occurs while vou are 


driving or working at an elevated place, 
it may cause a fatal accident. People in- 
volved in dangerous occupations or acti- 
vities must be particularly careful and 
cautious. 


(Asian Med. J. 31 (3), 1988) 


* * * 





Antihypertensive Drugs for Senile Hypertension 


Generally, at the present time, the first- 
choice drugs are those advocated in Zanchetti's 
‘tentative plan involving antihypertensive 
diuretics, B-blockers, Ca antagonists, and 
converting enzyme inhibitors. However, 
jhe elderly differ in many aspects from general 
middle-aged persons in pathological condi- 
tions and complications and it is not always 
necessary to follow this plan or to adopt a 
stepped care approach. 


At present, antihypertensive diuretics 
are the drugs most often used for hypertension 
in the elderly. However, the effects of thiazide 
on metabolism, especially hypokalemia, 
glucose tolerance reduction, increase in uric 
acid level, hyperlipidemia, and others, as 
stated previously, occur with frequency in the 
elderly, and there is the possibility that these 
drugs may further aggravate these symptoms. 
There is also the likelihood of cerebral throm- 
bus or myocardial infarction due to an increase 
in the hematocrit value, and these drugs 
should not be used in elderly patients thus at 
risk. When they are used, a less than con- 
_ ventional amount should be employed, with a 
maximum of half a tablet or one tablet. The 
combined use of spironolactone and potassium 
preparations should be considered for the 
prevention of hypokalemia, but when the 
possibility exists, other drugs should be used 
and the dose should not be increased. 


On the other hand, as blood flow to target 
organs is a problem in the elderly, there is a 
tendency to use vasodilators preferentially. 
Among these, Ca antagonists are desirable, 
as their effects on metabolism are few. As the 
antihypertensive effects of dihydropyridine 
Ca antagonists are potent, it is necessary 
to take care not to reduce blood pressure 


excessively. Recently, continuously effective, 


tablets have appeared, and the development 
of long-acting drugs is now under way. These 
. are considered the most appropriate drugs 
_ for hypertension in the elderly. Ca antagonists 





are also favourable for the elderly, for in addi- 
tion to increasing coronary blood flow, they 
also exert a partial effect in increasing cerebral 
blood flow. 


As for sympathetic nervous system supp- 
ressive agents, those that have strong central 
nervous inhibitory actions can lead to the 
development of depression in the elderly and 
are therefore not favourable; reserpine has 
become completely unusable. The effects of 
В - blockers are generally said to decrease 
as the age of patients increase. A proportion of 
В - blockers, those with strong intrinsic sym- 
pathetic nervous stimulating actions (ISA) 
and 8 - blockers with strong cardioselectivity, 
have been recognized to be effective in the 
elderly, although from the results of our survey 
on complications, there are many situations 
where the use of B - blockers becomes limited. 


Captopril and enalapril are the converting 
enzyme inhibitors presently in use, and many 
other drugs with common effect are in the 
process of development. As these antihyper- 
tensive drugs maintain blood flow to body 
organs, have no unfavorable effects on meta- 
bolism, and have improving effects on cardiac 
failure as vasodilators, they are readily availa- 
ble for the treatment of hypertension in the 
elderly. However, as antihypertensive effects 
generally decrease with age, and as the effects 


of long-term treatment are still ' minimal, 


further research is required on these drugs. 
(Asian Med.J. 31 (3), 1988.) 
* * | * 
Renal Adencarcinoma: 


Few tumors have caused as much confusion 
histologically and histogenically as the malig- 
nant epithelial tumors of the kidney paren- 
chyma. Regardless of whether they are called 
hypernephroma, renal cell carcinoma, or just 
renal cancer, they are all adenocarcinomas. 
Their diagnosis and mangement continue to 
present a complex problem to the practising 
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physician. Though a relatively rare neoplasm 


comprising only 3% of all tumors in the adult, 
it is the most common malignant tumor of the 
kidney. 


. Renal cell carcinoma can occur at any age 
but is rare in childhood. The presentation of 
tumors in adults and children is similar. In 
children, a renal mass is more easily palpable 
and, therefore, is usually diagnosed at an ear- 
lier age and with less likelihood of associated 
metastatic disease. Though rarely seen, renal 
cell carcinoma must be considered in a child 
with an abdominal or flank mass. 


Symptoms of renal cell carcinoma in adults 
and children frequently consist of hematuria, 
flank pain, or symptoms related to metastasis. 
Key aspects of the history often include the 
presence of red urine. Microscopic or gross 
hematuria in the presence or absence of a 
urinary tract infection is an indication for uro- 
logic referralin order to rule out a tumor of the 


urinary system. Physical examination is 


extremely important, since a flank or abdo- 
minal mass may be present. | 


The diagnosis demands an orderly approach. 
Traditionally, the diagnostic workup would 
include intravenous urography. The finding 
of any suspicious lesion would then lead to 
renal aortography, which would highlight the 
great vascularity of the tumor and any other 
anatomic abnormalities. Arteriography for- 
merly was the mainstay in diagnosis. However, 
with the arrival of newer technology, ultra- 
sound and computed tomography (CT) are 
now liberally used in the evaluation of non- 
specific abdominal pain and other conditions. 
Therefore, more unsuspected tumors are 
identified at earlier stages, even before there 
are symptoms of hematuria or flank pain. 
Also, arteriography is no longer considered 
mandatory, and a conclusive diagnosis is 
frequently made on the basis of CT and sono- 
graphy. As a single diagnostic study, CT is the 





evaluating a renal mass. Though the morbidit 
associated with renal angiography is minima 
in skilled hands, distal emboli, hemorrhage 
and impairment*of renal function have beer 
reported. 


The treatment of patients with advancec 
renal cell carcinoma continues to be a problem 
No effective systemic therepy is currently 
available and, therefore, the indications for ar 
operation must be extended as far as is reaso- 
nable and prudent. Extension of disease intc 
the renal vein and inferior vena cava does not 
necessarily carry a poor prognosis. À reviev 
of 19 cases at the massachusetts General 
Hospital showed that survival was influenced 
more by the tumor's extending beyond the 
renal capsule than by vascular invasion. The 
three-and five-year survival rates for patients 
with renal vein and inferior vena caval exten. 
sion and tumor beyond the renal capsule were 
14% and 0% , respectively, compared to 82% 
and 67% for patients with tumors confined 
to the renal capsule with renal vein and inferior 
vena caval involvement, respectively. 


These results support the need for aggre- 
ssive surgical management. When the stage 
of disease was determined retrospectively for 
a large group of patients, it was shown that the 
timing of the surgical procedure performed 
had little effect on the outcome. Survival of 
patients depended on the local extent of the 
primary tumor determined at the time of sur- 
gical exploration, being most favourable in 
patients with small and large tumors confined 
to the renal capsule. 


(New York State Journal of Medicine, 
December 1987) 


* * * 


Intravenous verapamil in the home manage- 
ment of supraventricular tachycardia (SVT): - 


SVT is an arrhythmia which appears rela- 
tively simple to diagnose clinically. Should 
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_ it present without any clinically detectable 
underlying cardiac disease or hypotension, 
mae is tempting for the general practitioner to 
. manage the condition in the patient’s home. 
үт Sparing the patient admission to hospital or 
an intensive coronary care unit (ICCU) is both 

convenient and cost-effective. 
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. Controversy, however, exists as to the 
safety of this procedure. Some cardiologists 
қ _ contend that it is safe provided certain рге- 
cautions are observed, while others. voice 
22: strong reservations, considering that manage- 

ment should take place іп an ICCU so that 
bee immediate steps can be taken if undesirable 
. side-effects, \ particularly asystole, develop 


>16 
% during conversion to sinus rhythm. Тһе соп- 







_ troversy has recently been highlighted by 
- Rankin et al., in respect of certain tachyar- 

з . rhythmias, especially ventricular tachycardia, 
-~ and SVT. They opine that should verapamil be 
.. administered in such cases, it would not only 
"T be ineffective but could also precipitate serious 
. adverse responses including asystole and 
. hypotensive reactions, or aggravate the 

























noe " On the other hand, it is common practice 


СА venous verapamil to patients who present 
м ith tachycardia іп domiciliary practice 
wi i ut significant adverse reactions. 


- камет, reviewing the тйс оп vera- 
D opi in cardiology, noted that although it has 
pe 1 suggested that verapamil should be used 
vith caution in patients who are already 
p receiving digitalis, much of the experience 
sioe cited in this review would tend to discount 
ШЕ s. Prior intravenous or oral administration 
E ol В - adrenergic blockers, however, con- 
‘ars ed И definite contraindication to the 
"ci docti verapamil. Schmroth notes 
ve nas a may be used ssafely in combi- 

alis, but cautions that main- 
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$ 2 ог general practitioners to administer intra- . 


vs 


cases. Patients should also be monitored for- E 


atrioventricular blcok or bradycardia, although 
these complications are uncommon. 


Apart from Rankin et al. 's recording of the 
hazards of using intravenous verapamil to 
treat ventricular tachycardia, patients with the 
Wolff-Parkinson-White (WPW) syndrome 
are also at risk of serious adverse effects from 
verapamil. Although this syndrome is seen 
relatively infrequently in general practice, 
patients can present with tachycardia, and.” 
once again the general practitioner may be 
tempted to manage this as SVT. The condition 
can be diagnosed only on the ECG, where 
it produces a classic pattern. 


Other tachyarrhythmias which may be 
incorrectly clinically diagnosed by the general 
practitioner and tempt him into using vera- 
pamil do not appear to have the same hazards 
as ventricular tachycardia or the WPW syn- 
drome. Krikler reports on experiences of 
various authors in the treatment of a variety 
of such arrhythmias, such as atrial fibrillation 
and atrial flutter, where intravenous verapamil 
was effective in producing ventricular slowing 
or conversion to sinus rhythm. No side-effects 
were noted. 

\ . 

It appears, therefore, from reviews in the 
literature and from the general practice 
experience, that the majority of tachycardias 
likely to be seen in general practice can safely 
be managed with verapamil. However, in 
view of the above mentioned and recently 
reported hazards, initial electrocardiographic 
confirmation of the diagnosis seems man- 
datory. Once a diagnosis of SVT has been 
made it appears that verapamil may be 
administered with confidence on subsequent | 
occasions, without repeated confirmation, 
provided there is no significant underlying 
cardiac disease or hypotension. 
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Characteristics of Hypertension in the Elderly: 


The first characteristic of hypertension 
in the elderly is that there are many cases 
of systolic hypertension. This is also called 
arteriosclerotic hypertension and is due to 
a reduction in the compliance of the aortic 
wall. The characteristics of the circulatory 
kinetics are that there is a reduction in the 
cardiac output, a marked increase in the 
total peripheral blood vessel resistance, 
and a reduction in the blood flow to the major 
organs accompanying arteriosclerotic 
changes, especially a reduction in cerebral 
circulation, coronary blood flow, and renal 
blood flow. Special attention should be paid 
to these changes during antihypertensive 
treatment in the elderly. 


The second characteristic is that blood 
pressure in the elderly is remarkably labile. 
Because of a reduction in the blood pressure 
regulation functions, changes in blood 
pressure become marked, and in the elderly, 
hourly fluctuations, daily fluctuations, and 
seasonal fluctuations become apparent. As 
orthostatic blood pressure fall is easily 
induced, care should be taken in this point 
during antihypertensive treatment. 


The third characteristic, related to blood 
pressure lability mentioned above, is that 
there are disorders of the blood pressure 
regulation mechanism. Included among these 
are a reduction in the baroreceptor mecha- 
nism. (baroreflex). a reduction in the renin- 
angiotensin-aldosterone system, a reduction 
in prostaglandin (E? and L) production, and 
a reduction in the kallikrein-kinin system. 
Decreased function of the 8-receptor 
mechanism can also be seen. Although these 
phenomena can be regarded to a certain 
extent as part of the physiological aging 
process, they are especially marked among 
met кенеше peso. 


г (Азап Med. 1.310), 1988) 
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Renal Amyloidosis 





















Amyloidosis is a metabolic disease in | 
which amyloid substances, contianing glyco- T 
proteins as their- main components, ar y 
deposited abnormally in the interst tial 
spaces of the systemic organs. Many aspec ts | Ec. 
of this disease are still ambiguous and. no ж 
effective treatment has yet been established. | 


2 


Amyloidosis сап be categorized into ^ Mj 
five types: primary, secondary, focal, tha ы: | 
which accompanies multiple myeloma, and | 
familial. Tuberculosis, leprosy, and rheumati ‹ 5.23 
disease аге the basic conditions that с rent: 
with the highest frequency in seconda з 0 


amyloidosis. The frequencies of renal led Si ons | é 
аге 18-20% in primary, 75-93% in fe жесе; 3 
amyloidosis. Renal lesions are rmi о х | 
observed іп the focal type. Above this, 1 > 
symptoms occur with high frequency ir dn. 
amyloidosis and in fact, renal tile wd 


number one cause of death in such p: 


ti > n x 

Clinical symptoms observed with t he 2 
highest frequency аге proteinuria and шке 
nephrotic syndrome being often obser 


as well. Hematuria is mild or often not re со m | 


nized at all. After the manifestation of r ren 
symptoms, aggravation of renal 
relativeldy rapid, and being resistant t | 
treatment, many result in renal. failure 1- 2. 
years after the onset of nephrotic syndrome. er ж? 
A variety of systemic symptoms are i 
observed such as systemic — v 


loss, vertigo, urinary retention, 
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and hepatomegaly. 


omert 1 


sition of amyloid substances in the g 
must be proved by renal biopsy. fia OF 
are taken of the kidneys, colon, nd — 
other tissues and the detection rate : is | nighest a ч 
in the kidney. The detection rates in reese in 
and colon are lower but these t rt 
more often n because of their sa 
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Pulmonary tuberculosis - some trends in history 


Tuberculosis is an ancient disease. It was 
known as “Kshaya roga” in Ayurveda (Kshaya- 
consumption) and as the “disease of consump- 
tion” through the ages. Evidence that the 
disease existed in ancient Egypt has been 
established. 


In 1882, in the early days of germ theory 
of disease, Robert Koch identified the tubercle 
bacillus and in 1891, he developed the anti- 
genic material which first produced an allergic 
response in infected subjects. Theobold Smith 
differentiated human tubercle bacilli from 
the bovine type. The reaction of the human 
body to the antigenic material was the most 
extensively investigated phenomenon of allergy 
to bacteria and bacterial products. This was 
first demonstrated by Koch and became known 
as Koch’s phenomenon. 


The intracutaneous method of eliciting 
the hypersensitivity reaction was proposed 
by Mantoux in 1908 and was universally adop- 
ted. The tubercular antigen was designated 
Old tuberculin (OT) and methods for its pro- 
duction were standardised. Dr. Florence 
Seibert of Philedelphia developed the Purified 
Protein Derivative (PPD) from cellular filt- 
rates of the human strain of mycobacterium 
tuberculosis, which eventually replaced OT. 
Her method became the standard for produc- 
tion of PPD for other mycobacteria as well. 


Several attempts to raise the natural 


resistance of animals against tubercle bacilli 
were made. In 1908, Bacillus of Calmette 
and Guerin (BCG), an attenuated bovine 
tubercle bacillus carried through many succ- 
essive generations of culturing until virulence 
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was lost, was shown to be a reliable method 


of producing acquired immunity. 


Specific treatment of tuberculosis, how- — ` 


ever, lagged behind diagnosis. Sanatoria were 
established early in 1880’s, providing “therapy” 
by physical agents such as light, air, nutrition, 
rest and exercise. A typical course lasted 
several months. Such of those patients who 


did recover might have developed sufficient 


host defenses to overcome the infection, 
atleast for sometime. [In fact, the natural 


course of an infective disease in the absence 


of specific therapy as judged from the pre- 


antibiotic era (and even now, as in the case | 
of diseases like AIDS, for which there is no 0/0 


known cure) is a matter worthy of considerat- 
ion in retrospect, against the context of pre- 
sent-day knowledge on host mechanisms. - 


By the 1930's, use of artificial pneumo- is E 
thorax became an ac.epted method of treat- | 


ment, its adjuncts like collapse therapy, intra- 
pleural pneumolysis of adhesions, artificial 
pneumoperitoneum, phrenic nerve resection 
were all tried. In the late 1940's, pulmonary 
surgery, viz., thoracoplasty was first employed 
for treatment. 


The long search for an effective chemo- 


therapeutic agent culminated in the discovery) — 


of streptomycin by Waksmann and his team 


in USA. From then on, the drug-treatment | | 


has advanced in rapid strides and today we 


have an entire armamentarium of drugs includ- | — 
ing INH, PAS, Rifampicin, Ethambutol and 


Pyrazinamide. 


(Dr. N. Hariharasubramanian, M.D. Ph.D...) ; а > 






2% Case of the Month 


A 50-year old man presents with com- 
plaints of fatigue, hunger, confusion, sweat- 
ing, paraesthesia, tremors and tachycardia, 
occurring about 2-3 hours after a meal. He 
has had a G.J. with selective vagotomy a few 
years earlier. A G.T.T. was performed with 
75 grams of oral glucose. The peak plasma 
glucose was 250 mg% detected in 1 hour after 
ingestion. The 2-hour glucose was 40 mg% 
and the patient experienced the same symp- 
toms at this time. 


* * * 


Answer to the “Case of the Month" of August*88 


The diagnosis is acute intermittent por- 
phyria. The colour change in urine on exposure 
to sunlight (due to formation of uroporphyrin), 
neuropsychiatric symptoms and similar illness 
in family are the suggestive clues. The disease 
is transmitted as a Mendelian dominant trait. 


* * * 


Correct answers received for the “Case of the Month" - July ‘88: 


1. Dr. D. Nedumaran, M.O., 
E.S.I Dispensary, 
Somanur - 638 668. 
Coimbatore Dist. 

Tamil Nadu. 


2. Dr. Ganesh Rao D., 
Vivek Hostel 
Karnataka Medical College, 
HUBLI - 580 022. 


* * * 


3. Dr. M. Dhanush Kodi 
Thenmani Hospital 
48, North Cotton Road, 
Tuticorin - 628 001. 
Tamil Nadu 


* * * 


Correct answers received for the “E.C.G. Quiz" - July ‘88: 


1. Dr. J. Madhava Rao . 
38, New street., 
Karur - 639 001. 
Tamil Nadu. 


2. Dr. S.N. Roy 
Jagatganj, 
Varanasi. 


3. Dr. D. Nedumaran, M.O., 
E.S.I. Dispensary, 
Somanur - 638 668. 
Coimbatore Dist, 

Tamil Nadu. 


4. Dr. D. Sankaranarayanan, 

.— 2 North Car Street., 
Ambasamudram-627 401. 
Tamil Nadu. 


5. Dr. A. Gopal Rao 
Rayadurg - 515 865. 
Anantapur Dist, 
Andhra Pradesh. 


6. Dr. V. Velpandian 
Asst. M.O. 

Govt. Hospital, 
Coonoor - 643 102. 
Tamil Nadu. 


7. Dr. M. Dhanush Kodi 
Thenmani Hospital, 
48, North Cotton Road, 
Tuticorin - 628 001. 
Tamil Nadu. 
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e Delayed puberty 
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* Menopausal disturbances А4 


Dosage: 2-3 teaspoonful 
thrice daily. 
Presentation: Bottles of 
200 ml. & 400 ml. 
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(Compiled by: | 
Dr. М. Hariharasubramanian, M.D., Ph.D.) 
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* * * * Жж 


(We invite answers from our readers for “E.C.G. Quiz” 
as well as “Case of the Month”) 


Ие - 









Answer for “E.C.G” quiz August 1988 
Inferior wall infarction 


пыш, аУЕ 
possibly acute 


leve in 
8v zr Vs -S4mm(-35mm) Left Ventricular 
а ЖА -28mm(-25mm) Hypertrophy (LVH) 
or сенді tin uide Meca QM rr TRU 
Аз 2 5 907 лезде ҮН. Sau bag a A T agam ай 


EET 9; m 
ay Жы ARE ERE 1%; 5-6: УМ Б r. = pom ei? 2 мш ee Re EM 5 cH ж ( 2 ! 
= агн к ж ше Ы өм,» - А 66.3 


I. Nowadays we find a plethora of abbre- 
viations not only in textbooks to conserve 
space, but in case records as well, perhaps 
to save time and energy! Some of these 


abbreviations are quite queer. Let us 
see how many you can expand: 


1. А.5.А.Р. 
2. By 

3. N.A.S. 
4. O.S. 


II. Match Column I with Column II: 


1. Brudzinski's 
sign 


2. Homan'ssign 


3. Levine'ssign 


П 


A. Distension of 
jugular veins on 
inspiration (cons- 
trictive pricar- 
ditis, mediastinal 
tumour) 


B. Flexion of hip and 
knee produced 
by flexion of 
neck (meningeal 
irritation) 

C. Llenching of 
patient's fist over 
sternum while 
describing chest 
pain (angina 
pectoris) 


4. Kussmaul'ssign Р. Pain behind 


knee produced 
by dorsiflexion 
offoot (deep 
venous throm- 
bosis in leg) 


IIT. Match column I with column II 


1. 


2. Hyaline cast 


I II 


RBC cast A. Interstitial 


disease 
B. Tubular atrophy 


3. WBC cast C. Proliferative 

| glomerular 
disease 

4. Waxy cast D. Proteinuria 


5. Broad cast 


E. Nephron necrosis 


IV.State whether True or False:- 


k 


T-wave depression more often reflects 
abnormal electrolytes or blood sugar 
levels. 


. Verapamil may cause constipation, 


as a side effect. 


. Buerger’s disease is an inflammatory 


condition of the arteries only. 


. B-blockers are better tolerated by 


women. 


. Epistaxis occurs more frequently in 


hypertensives than in normotensives. 


. Periods of unconsciousness greater 


than 1-2 minutes are usually of cardiac 
origin. 


V. A middle aged man has pitting ankle 
edema and postural hypotension. His 
plasma sodium is 125 mEg/L. Is he sodium 
depleted or overloaded? 


VI.Urine/Plasma urea ratio of more than 
10 is usually found in: 


A. Pre-renal failure 
B. Renal failure. 


(Dr. М. Hariharasubramanian, M.D., Ph.D.) 


(For answers see page. 543) 
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Word Search Puzzle 


A view on diseases of children 


Quiz compiled by: 


Dr. Ketan Yagnik м.в. B.S., 
3, “Harikrupa,” 

Nilkanth Nagar, 

Kankaria, 

Ahmedabad - 380 022. 


Solving Instructions: 


All the clues pertain to diseases of children. 
You have to solve the puzzle using the clues 
and then locate the answers which are hidden 
in the grid. The answers can start from any 
square and consecutive letters lie in a straight 
line which can be in any direction. Words 
may overlap each other. 


[A|1]L| 1 ]H|P O M|S|A]P|S. 
E|N|UIR[E|S| I |S ОМЕТ 





K|W|A|S |H|1]O|R |K|O|R|E. 

o|Y|L|AIH|P[E|CIN]E]NJA 

Clues: 

1. Triad of tetany, laryngismus stridulus 
and convulsions occuring in low calcium 


type of rickets. 


2. Presence of excess fat in faeces 


3. Congenital absence. of the cranial vault, 
with the cerebral hemispheres completely 
missing or reduced to small masses. 
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сла 


4. Habitual condition іп which there is 
excessive air-swallowing. 


сл 


. A disease caused by the derangement of 
calcium and phosphorus metabolism, 
due to insufficient intake of vitamin D, 
occuring only if growth is taking place. 


с 


. This is severe protein malnutrition and 
and means literally “the neglected one." 


7. Inflammation of meninges. 


8. A nutritional syndrome due to niacin 
deficiency marked by dermatitis, inflam- 
mation of mucous membranes, diarr- 
hoea and psychic disturbances. 


9. This is infantile wasting or failure to 
thrive due to protein- caloric malnutrition. 


10. Lack or loss of appetite for food. 


11. In this condition there is persistence of 
webbing between adjecent digits of the 
hand or foot, so that they are more or less 
completely fused together. 


12. This usually means bed-wetting by child- 
ren beyond the age when control of uri- 
nary bladder should have been acquired. 


13. Appearance of these spots on the scleral 


conjunctiva is the characteristic feature of | 


vitamin A deficiency. 


14. Craving for unnatural articles as food- 
usually occuring in toddlers. 


15. This is the only common renal tumour in 
children - also known as nephroblastoma. 


16. Abbreviation of the syndrome of unknown | 


aetiology in which previously apparently 
normal young babies are tound dead in 
their cots. | 


he 


Word Search: Puzzie 


17. Abbreviation of a fatal syndrome which 20. Also known as triple vaccine 
may occur in young infants treated with 
chloramphenicol. 14а (oz 
AT (61 ќат (61: Sg 
18. This disease, due to vitamin C deficiency шіл (cT том (pt rong (cl geras. a 


is characterised by haemorrhages from  AjAjoepudg (үү BIXoIOUY (op $пшетерү (6 
various sites of the body. еібепәд (8 5ти8шшәрү (/ IOYIOIYseEMY (9 
SONA (ç Aseydorsy (р Ápeudoououy (€ 


19. Abbreviation of a chronic generalised 22041018216 (z emmdoursedg (1 


connective tissue disorder, characterised 
by fever, arthralgia, leucopenia with the 
presence of LE cells. 
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Brief Communications х 


Pioneers lead a revolution in spinal surgery 


Brian Collett 
“The Times” 
London. 


A revolutionary operation in which 
surgery is performed on the cervical area at the 
top of the spine by going through the mouth 
has been established as routine treatment 
at a London Hospital. 


Surgeons have so far carried out the trans- 
oral operation nearly 100 times at the National 
Hospital for Nervous Diseases, Britain’s 
premier neurological hospital. "We are now 
seeing some evidence that this is a good opera- 
tion, particularly for patients with rheuma- 
toid arthritis in that area,” said the neuro- 
surgeon Alan Crockard, who has pioneered 


the technique. 


Rheumatoid arthritis can attack the top 
two cervical vertebrae, damaging and weaken- 
ing the ligaments that tie them together and 
bind them to the skull. The disease also causes 
the swelling of bone and fibrous tissue that 
is more often seen on arthritic knuckles. 


The weakening of the ligaments causes 
the patient’s head to drop forward, and this 
posture and the arthritic swelling compress 
the spinal cord and medulla oblongata. 


The medulla oblongata is the control centre 


for breathing and cardiac functions, so any 


pressure on it can impair the workings of the 
lungs and heart, while the pressure on the 
spinal cord can even cause paralysis. 


Modern scanning techniques reveal growths 
and damage that previously often went un- 
detected. The magnetic resomance imager 
and the computerised tomography X-ray 
machine at the hospital can now give the 
surgeon a clear picture of lesions of the central 
nervous system. 


With data from the scanners, Mr. Crockard 
devised the trans-oral method of tackling 
upper spinal problems. The mouth is clamped 
wide open as if for the removal of tonsils, and 
the soft palate is held up so that the surgeon 
has unobstructed access to the site of the oper- 
ation at the back of the throat. Mr. Crockard 
uses a surgical microscope, which gives up to 
ten times magnification and sheds a strong 
light. 


The arthritic swelling is drilled loose and , 
lifted out, and the surgery in progress is shown 
оп a television screen in the operating theatre. 


After the removal, small metal loop, pro- 
duced by orthopaedic surgeon Andrew Rans- 
ford, is slotted in literally to hold the. spine 
to the head. The Ransford loop is fitted via 
another incision at the back of the head. 


Without the trans-oral technique there is 
greater risk, a less satisfactory result and more 
discomfort for the patient - or even no opera- 
tion at all. i 


The metal struts inserted after the tradi- 
tioal operation to give support could them- 
selves lead to greater pressure on the spinal 
cord and the brain stem, and approaching 
the site from the back could endanger the 
cluster of cranial nerves there. If these are 
damaged the patient could lose the ability 
to swallow, > | 


It is significant that the risk to the cranial 
nerves is much reduced after the trans-oral 
operation. {ihe removal ot the swelling 
decompresses the upper spinal and brain stem 
area, and the Ransford loop can be inserted 
without injuring the nerves. 


A cumbersome plaster jacket would be 
needed for up to six months after the con- 
ventional operation, but the patient who has 
had trans-oral surgery needs no extra support. 
He can also leave hospital only two weeks 
after the operation. 
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A diagram showing the method of the operation involving surgery on the cervical 
area at the top of the spine via the mouth. 


Nearly 60 of the patients who have under- 
gone the operation at Britain's National 
Hospital for Nervous Diseases were suffering 
from the rheumatoid arthritis problem, but 
this new surgical technique can be applied 
to other conditions. 


It is used for repairing the hangman's 
fracture, a break in the second cervical verte- 


bra, which can happen when the head is jolted 
in a car accident. Bone grafting or fusion is 
performed to complete this repair. 


Occasionally a spinal or brain stem tumour 
can be removed in this way. A greengrocer 
with a neuroma - a nonmalignant tumour - 
in the brain stem, was told his condition was 
incurable. As һе became increasingly 
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paralysed he despaired and sold his business - neurologists. He believes medicine is about 
His tumour was removed by means of the to make great neurological advances. We are 
transoral operation. "Now he has bought now entering the Age of the Brain, he says. 
another shop," said Mr. Crockard. | 
: Information from: 

Five other British hospitals are now also 
practising this technique, and Mr. Crockard British High Commission 
reports wide interest in Spain and Australia, ^ Chanakyapuri 
where he has recently attended meetings of Мем Delhi-110 021. 


Gas gangrene is usually associated with wartime injuries. Experience of gas gangrene 
is limited in civilian hospitals; the condition usually occurs after operations (intestinal 
operations and, particularly, amputations because of peripheral vascular disease) 
and trauma. 


Penicillin is the drug of choice for gas gangrene not only because the causative 
organism is sensitive to it and it can penetrate oedematous and relatively avascular 
tissues but also because it has been used successfully to treat septic arthritis caused 
by Cl perfringens. 


Я history of sensitivity to penicillin should never be lightly dismissed because 
administering the drug to someone who is truly allergic can be catastrophic. R history 
of allergy is, however, often erroneous as many infections are associated with a fine, 
erythematous, macular rash, which may be misinterpreted as an allergy to antibiotics 
being taken concurrently. Thus in life threatening infections in which penicillin is the drug 
of choice the claim of allergy should be verified by giving a test dose of penicillin and 
taking the necessary precautions. Primary closure of soiled or penetrating wounds 
should be ‘delayed to reduce the :: of gas gangrene. 


(8.M.J. Vol. 996 30 April 1988) 


* * * * * * 
Answers to Medi Quiz 
1. 1. As Soon As Possible Ш. 1-C,2-D,3- A, 4-Е, 5-В 
2. Віорву IV. 1 - True, 2 - True, 3 - False, 4 - False 
3. No Added Salt 5 - False, 6 - False. 
4. OcularSinister(Lefteye) У. Overloaded. 


П. 1-B,2-D,3-C,4-A VI. A 








The Institute of Population Studies at 
Exeter University in south-west England, has 
been designated a World Health Organisation 
(WHO) Collaborating Centre for research 
into human reproduction. 


The Institute's research and research 
training activities are related to studying the 
behavioural aspects of reproduction. In recent 
years this has included the assessment of the 
interauterine device in the UK and overseas, 
the use made of the provision of outlets for 
family planning. and advice and assistance, 
and the provision of artificial insemination by 
donor. The effect of community participation 
on the provision of family planning services 
in the developing countries, the perception 
of natural family planning methods by phy- 
sicians, AIDS awareness and the sexual 
behaviour of young people have also been 
studied, and specialist research-training 
materials for use in workshops taking place 
in developing countries have been developed. 


News and Notes 


A 39- Week research-training programme 
which leads to a Master of Arts (MA) degree 
in population research is offered annually 
by the Institute. To date, 93 trainees from 
universities and government departments in 
27 countries have completed courses. 


A three-year programme of instruction 
and research to doctor of philosophy (PhD) 
level was introduced at the Institute in 1987. 
Arrangements have also been made to provide 
specialised English language tuition in the 
University’s Language Centre with courses 
lasting up to 12 months, depending on need. 


For further information: 

Dr. R. Snowdon 

Director, 

Institute of Population Studies, 
University of Exeter, 

Hoopern House, 101Pennsylvania Road, 
Devon, England EX4 6DT. 

(Science and Technology News - BIS) 


ACUTE ALLERGIC REACTIONS TO DEPOT NEUROLEPTIC DRUGS 


A 75 year old manic depressive poorly controlled with lithium was started on flu- 
phenozine delonate (Modecate). He developed a severe erythematous rash so treat- 
ment was stopped. Allergy was either to the drug or to the veRicle (vegetable oil). 
As clopenthixol decanoate (Clapixol), flupenthixol decanoate (Depixol), Fluphenzine 
enanthate (Moditen), haloperidél decanoate (Haldol), ond pipethiozine palmitate 
(Piportil) are all made up in vegetable oil she was started on fluspiriline (Redeptin), 
which is in a difference chemical class from fluphenazine and made up in ой aqueous 
solution. No adverse allergic effects occurred. Thus it appears that fluspiriline is a safe 
depot neuroleptic for patients who have shown allergic responses to neuroleptic drugs | 


that have an oily base. 


(B.M.J. Vol. 291, 17 August 1985) 
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_ Prospects 


PHARMACY COUNCIL OF INDIA 
LIST OF INSTITUTIONS IMPARTING DIPLOMA COURSE IN PHARMACY 


TAMIL NADU 

EXAM AUTHORITY 
Annamalai University 
Annamalai Nagar (T.N.) 


* 1/191 Deptt. of Pharmacy, 
University Institute of Pharmaceutical 
Technology, Faculty of Engg. & Tech., 
Annamalai University, 

Annamalai Nagar-608 002 


Exam. Authority 

Board of Diploma Exam. in 
Pharmacy & Director of 
Medical Education, 

Madras - 5 (T.N.) 


* 2/188 Coimbatore college of Pharmacy, 
Coimbatore-641 014 (T.N.) 


* 3/149 Coimbatore College of Pharmacy, 
Periya Sumer Erode-638 004 


* 4/189 Subbarayalu College of Pharmacy, 
Industrial Estate, 

P.O. Madukkarai Road, 
Coimbatore-641 021 (T.N.) 


* 5/113 C.L. Baid College of Pharmacy, 
Jyothi Nagar, Thorappakkam, 
Madras-600 096. (T.N.) 


* 6/15 Madurai Medical College, 
Madurai-625 001 (T.N.) 


* 7/161 K.M. College of Pharmacy, 
31, Alagar Kovil Road, 
Madurai-625 002 (T.N.) 


* 8/187 Ultra College of Pharmacy, 
533, Anna Nagar, 
Madurai-625 020 (T.N.) 


* 9/94 J.S.S College of Pharmacy, 
Rocklands, 
Ootacumund- 643001. (T.N.) 


* 10/172 Vinayaka Mission's College of 
Pharmacy, 

44-A, Second Agraharam, 

Salem-636 001 (T.N.) 


* 11/174 Thanjavur Medical College, 
Thanjavur-613 004 (T.N.) 


* 12/149 Periyar College of Pharmacy 
Sciences for Girls, 

Periyar Nagar, 

Tiruchapally-620 021 (T.N.) 


* 13/3 Christian Medical College, 
Vellore-632 002 (T.N.) 


* 14/253 Pandyan College of Pharmacy 
Tiruparangundram, 
Madurai (T.N.) 


* 15/261 Dr. Karthikeyan College of 
Pharmacy, 

42, M.S. Koil Street, 

Rayapuram, 

Madras- 600 013 


16/306 T.K. College of Pharmacy, 
Kangayampalayampuddur, 
Tirupur-638 604. 


TRIPURA 
EXAM AUTHORITY 


TheSurat & Tripura Board of Pharmacy 

Edu. 
C/o. Regional Pharmacy Institute, 
Agarta-799 001 (Tripura) 


* 1/37 Regional Pharmacy Institute, 
Abhayanagar, 
Agartala-799 0012 (Tripura) 


Note: The institutions bearing asterik (*) are approved by the Pharmacy Council 


of India. 
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Prospects 4 


——————————————————Ó—————————— —ÓO——— MU 


Uttar Pradesh 

Exam Authority 

State Medical Faculty, 
U.P. Lucknow (U.P.) 


* 1/13 G.S. V.M. Medical College, 
Kanpur- 808 001 (U.P.) 


* 2/23 L.L.R.M. Medical College, 
Meerut — 250 001 (U.P.) 


* 3/55 S.M. Medical College, 
Agra 

* 4/11 N.I.N. Medical College, 
Allahabad-211 001 (U.P.) 


Exam. Authority 
Board of Technical Education 
U.P. Luknow - 226 001 


* 5/66 Govt. Polytechnic 
Dwardat - 246 424 U.P. 
Almora Dist. 


* 6/67 Govt. Polytechnic 
Uttambadasi - 249 193 (U.P) 


* 7/106 Govt. Polytechnic 
Camelur. 
(Dist. Chroli) 


* 8/114 Govt. Polytechnic, 
Vasant Vihar, 
Dehradun - 248 001 (U.P.) 


* 9/ 136 Govt. Polytechnic, 
Srinagar, 246 174 (U.P.) 
(Dis Garhwal) 


* * * 


10/255 Govt. Polytechnic, 
Kashipur (Dist Nainital) 
P. No. 263 001 


11/256 Govt. Polytechnic 
Lohaghat - 262 524 (U.P.) 
(Dist. Pithargarh) 


12/259 Govt. polytechnic, 
Lakhimpur Kheri, 


13/254 Govt. Polytechnic, 
Narmada Nagar, (U.P.) 


14/298 Nainital Polytechnic, 
Nainital 263 001 (U.P.) 


15/299 The Principal, 
Govt. Polytechnic, 
Jaunpur (U.P) 


WEST BENGAL 

Exam Authority 

State Medical Faculty, 
W.B. Calcutta - 700 001 


* 1/10 Institute of Pharmacy, 
Jalpaiguri - 735 101 (W.B.) 


* 2/65 Institute of Pharmacy, 


Kalyani - 761 235 (W.B.) 
(Dist. Nadia) 


* * * 


In о retrospective survey of 166 children with significant head injury the authors 
indentified clinical features that might be helpful in predicting the eventual outcome. 
ІС was identified (in this series) that following head injury if there is both an abnorma! 
pupillary light reflex and an abnormal plantar response, death or significant disability 
will result in 99 percent of the cases (Wagstyl J, et al: J Pediat Surg 1987; 99: 197-199). 


(Michigan Postgraduate Review, Vol. 4, No. 4, Oct-Dec. 1987) 


* * 


* * * 
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Dear Doctor, 


For your requirements of Dispensing Ointments 
& Cream use Nem’s Ointments. 


€ Smooth 

© Good quality of Base Materials so Ointments without smell of Kerosine Like 
substances 

© For correct & Perfect Effect 

€ For ensured Quantity with Reasonable Price 

€ Quality of our products have been approved, acclimed and accepted by all the 


Govt. and Non-Govt. Institutions, Hospitals, Doctors and all others who are | 


connected with trade 
€ We supply Direct to Doctors from our Vasai Sales Depot. 
€ Т.у once and find the difference 
€ For items and Rates Apply Price List. 
€ We are Manufacturing Following Skin/Eye Ointments & Creams 








l. Furanem Ointment (Nitrofurazone 294) 400 gm & 10 gm tube 

(Water Soluble) (Stainless Steel in 400 gms) 
container. 

2. Nitrofurazone Cream U.S.P. 400 gm & 10 gm Tube 

(Thin Cream) (Plastic Jar) 

3. Nitrofurazone Cream U.S.P. 400 gm (Plastic Jar) 

(Superior Thick Cream) 

4. Silver Sulphadiazine Sterile Cream 250 gm & 25 gm Tube 
(Plastic Jar) 

5. Sulphur Ointment I.P. '86' 400 gm & 10 gm Tube 
(Plastic Jar) - 

6. Whitefield's Ointment І.Р. 400 gm & 10 gms Tube 
(Plastic Jar). 

ALSO OTHER OINTMENTS 

Betamethasone Valerate Cream 5gm Nem Scab Ointment 10gm 

Betavel-C Ointment 15 gm. Neomycin Cream B.P.C. 10 gm. 

Betamethasone & Neomycin 

Eye Ointment 3 gm. Atropine Eye Ointment 3 gm. 

Oxytetracycline Hcl. Eye Ont.3 gm. Chloramphenicol Eye Oint 3 gm. 

Tetracycline Skin Ointment 10 gm. Tetracycline Eye Ointment 3 gm. 

CONTACT: 
Mailing Address: 

GRAMS: | NEM LABORATORIES PVT. LTD. .. Factory: 

"MIGPHARMA" Clo. AJAY S. TALATI, Plot No.133, 

BOMBAY 400 013. 1204, CHANDANBALA APTS., Krishna 

УГ К.Т. MARG, WALKESHWAR, Industrial Estate 
BOMBAY-400 006. | Vasai (East) 

Phones: Distt. Thana. 

Clo. : 4929162. 

Factory:905(Vasai) 
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ATELOL 





atenolol 
best suited in 
MANAGING 
PREVENTING 





ATELOL 


atenolol 


USEFULLY DIFFERENT BETA BLOCKER 


e Beta-selectivity assures better anti-hypertensive' and anti-anginal effects 
e Compliance-inducing once daily dosage regimen." 

e Greater cardioselectivity ensures safer use in asthmatics and diabetics.' 

e Least lipophilicity minimizes central nervous side effects." 


ATELOL' 


atenolol 


REINS CARDIOVASCULAR RISKS ... BEST 


Dose: 

One tablet of ATELOL-50 once-a-day initially 
which may be increased to 

one tablet of ATELOL - 100 once-a-day,if required 


Presentation: ' 
ATELOL-50 Each tablet contains ... atenolol 50mg 
ATELOL-100 Each tablet contains ... atenolol 100mg 


References: 1. Heel, R.C., et al., (1979), Drugs, 17: 425: 
2. Wall-Manning, H.J., (1979), Drugs, 17: 129. 


Further details on ATELOL available on request from: 
Medical Division 


THEMIS PHARMACEUTICALS 


Proprietor 


CHEMOSYN PVT. LTD. 
38, Suren Road, BOMBAY-400 093 
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е Powerful Sterilizing Capacity 
ө Dramatic Recovery — = 


е Ease Of Acceptance And* 
Patient Compliance 











Bronchoscopic “гу. N = Normal right main bronchus. 
СВ = Chronic iror :hitis - bifurcation into the-jnain 
bronchi, wich yellow pus. BC = Bronchial «лесі тту 
occluding the right main bronchus. p 
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Ree 
from ALARSIN researchers since 1947 
RT e 
ө G32 * А. Compound 9 Leptaden ө Fortege * Bangshil .... 


ТА Е on COUGH of all types” à 
tablets DE KOFCY № К 


e Suvarna Vasant Malati e Talispatra © Abhrak € Ardusi etc. processed іп HALDI (Turmeric) 


. DEKOFCYN Formula has: • Anti-tussive - Expectorant + Demulcent • Decongestant 
• Anti-phlegmatic * Antibacterial • Anti-inflammatory • Anti-allergic > Haemostatic & Tonic 


: „ properties. . 


Trials at Chest & Т.В. Clinics, Hospitals.show: 














In Acute & Severe cough: In Chronic & Resistant cough: 
onset of relief within 1-2 days. Improvement within 3-7 days. 
Complete relief within one week Continue treatment for 3-4 weeks or more. 





No drawbacks such as: 

- « Drowsiness е Constipation + Suppresson of appetite as аге common with Antihistamins, 
Sedatives, Cough Suppressants. 

e SAFE: Dekofcyn is safe for ail age groups, bed ridden patients & children. 

e in Bronchiectasis : Decreases production of mucopurulent & foul smelling sputum. 

Makes expectoration easy & smooth. 

| e Promotes undisturbed sleep: Eases breathing & induces sense of well being. 

f e Increases Vital Capacity : Relieves breathlessness. 


_« INDICATIONS. 


all typés. of Productive-& Коп: “productive, cough 


d Due to URT Infections e Associated with: Bronchitis, 
Bronchopneumonia, Bronchiectasis, Asthma, T.B., 
= Post-infiuenzal cough. 


e Due to Occupational, Environmental & Industrial factors 
e SMOKERS COUGH * Tropical Eosinophilia 


To minimise symptoms & hasten recovery in: \ 
Common cold, Soré Throat, Rhinitis, Laryngitis, Pharyngitis, Tonsillitis, Sinusitis 


DOSE. in Acute & Severe Cough: 2 tabs. tds for 1 week. 
in Chronic & Resistant Cough: 2 tabs. bd or tds for 3-4 weeks (Suitable chemotherapy to 
ре continued along with DEKOFCYN where necessary) 


SAFE Ayurvedic remedy for 
COUGH in Infants & Children 
has Tonic properties, Promotes weight gain 


COUGH DUE 7o: U.R.T. Infections, Bronchitis, Asthma, Allergic Bronchitis, Primary 
Complex (Childhood tuberculosis), Bronchiectasis, Post-measles cough, Whooping Cough 


DOSE: 7^ to 1 tab. 2-3 times a day with honey or water. 
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е Prescribing Index with latest Dosage Scheme. 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 
ө Latest Research Data on particular products. e Art works of “Dhanvantari” and/or ^ne А 


Availability : For Prescription at Chemists all over India in PACKS of 50 & 100 tablets. 
ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, M.I.D.C., Andheri (E), Bombay 400 093 
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Respiratory 
Tract 
WYMOX* -% 
(Amoxycillin — Wyeth) | : 


The Practical Antibiotic 


 ENSURES FASTER RECOVERY 


€ HIGHER SERUM LEVELS 

€ HIGHER SPUTUM LEVELS REGARDLESS OF 
PURULENCE 

€ HIGHER MIDDLE EAR FLUID CONCENTRATION 


BETTER PATIENT COMPLIANCE 


€ CONVENIENT T.I.D. DOSAGE 
€ PLEASANT FRUITY FLAVOUR 
€ WELL TOLERATED Wyeth 
DOSAGE: As prescribed by the physician. John jM ailes United 
PRESENTATION eee MAS ee 
Capsules containing 250 mg. and 500 mg. ; 

amoxycillin in strips of 6 capsules. Bottle containing Full prescribing information available on request. 
amoxycillin granules powder providing 125 mg/250 mg, * Trade Mark. 

per 5 mi. when reconstituted to 60 mi./30 ml. 

respectively. 








Basic tenets in drug treatment of tuberculosis 


Ramakrishnan C.V. 
Introduction 


More than four decades ago, the dramatic era of drug treatment 
for tuberculosis was introduced with the discovery of streptomycin 
in 1944 by Selman A Walksman (1) and since then the armamentarium 
against tubercle bacilli has been enriched with 13 more drugs. The 
most important drug isoniazid came into the picture in 1952 and that 
was followed in 1966 by an equally effective drug, viz., rifampicin (2). 
These drugs can be classified as the most effective, moderately effe- 
ctive and least effective (see Appendix-I). Except for a few drugs 
which are bactericidal, most of the others are bacteriostatic in their 
action. 


Drug treatment, otherwise referred to as chemotherapy has revo- 
lutionised the management of this once dreaded disease. Today tuber- 
culosis can be cured with drugs alone administered judiciously in right 
combinations and in a proper rhythm. 


Basic requirements of an anti-tuberculosis safer is the drug. Isoniazid is the safest 
drug are: drug that falls into this category. 


1. Antibacterial activity - which in turn 3. Acceptability - This depends on ease of 
| depends on three factors, viz administration. Oral route, small dose 


а, relationship between average. serum without unpleasant taste and side effects 
| concentration of ће drug іп T isi and a non-injectable drug is preferable. 
host and the minimum inhibitory con- 4. Availability and cheapness - Barring 
centration of the drug against tubercle Ansamycin, Rifapentine and Capriomycin 
bacilli. The higher the ratio greater which are not available for routine use 
is the chance that the drug will be active in this country the others are available. 
(Isoniazid and Rifampicin are good While Streptomycin, Isoniazid and Thioa- 
examples). cetazone are cheap the others are com- 
b. site of action - intracellular (like pyra- paritively costly and at times pose arti- 
zinamide) or extracellular (like. stre- ficial scarcity. A long acting derivative 
ptomycin). of rifampicin, viz., Rifapentine is showing 


c. number of naturally resistant bacilli promise following experimental studies. 


to the drug (otherwise known as “wild Basis of Drug Action 
strains"). The smaller the number of 


such bacilli the lesser the selection for 1- Bactericidal action - those capable of 
mutation. killing the organisms or bacteriostatic - 


›. Safety - The higher the ratio between those capable of arresting the growth of 





the toxic dose and therapeutic dose, the SRM, 
2. Sterilising action - those capable of eli- 
dr. Ramakrishnan C.V., M.B.B.S., T.D.D (м) minating actively multiplying organisms 
»pecialist in Chest diseases, or the persisters which remain dormant 


', First Cross Street, 


»eetha Nagar, Nangambakkam, for a long time. 





Madras - 600 034. 3. In daily drug therapy, maximal action 
is when the drug reaches peak serum con- 
pecially contributed to "The Antiseptic" centration. 
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4. Better drug action in "slow inactivators" 
of isoniazid in whom there is a sustained 
exposure to the drug over a long period. 
Among rapid inactivators of isoniazid, 
the drug is eliminated quickly from the 
system and these are therefore poor 
subjects for antimicrobial action. The 
inactivation status of an individual is a 
genetically controlled character and 
fortunately, nearly 61% of South Indian 
patients are slow inactivators. 

5. While metabolites of isoniazid are inactive 
against tubercle bacilli the metabolite 
of rifampicin still retains its bactericidal 
activity. 

Basis of Firm Diagnosis 


The proof for positive evidence of tuber- 
culosis is the detection of tubercle bacilli 
in the secretions ( sputum in cases of pul- 
monary tuberculosis, pus in case of abscess). 
Based on radiography and clinical symptoms 
alone, a patient may be overtreated. All 
shadows seen on a skiagram chest and all 
respiratory symptoms that a patient mani- 
fests need not be due to tuberculosis. When 
such patients respond to a course of non- 
tuberculous chemotherapy, the diagnosis 
becomes doubtful and subjecting them to 
a prolonged treatment with anti-tubercular 
drugs is not only unwarranted but also un- 
ethical. 


Basis of Combined Drug Treatment 


Combined drug treatment has been found 
to be superior to single drug administration 
(TCC 1960) (3). Such combinations should 
have at least. two drugs but could have three 
or more. Every combination of primary 
regimen must contain isoniazid. The three- 
fold reasons for administering combined 
drug therapy are: 


a) Prevention of early emergence of drug 
resistance 

b) Synergistic action 

c) Relative strength of drugs 


A rough guide to work out the relative 
strengths of individual drugs is mentioned 
below: 
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RSHZ = 39 drugs 

SHZ = 2 to 2!/ 2 drugs 

SPHorRH = 2 drugs 

SH or PH 

THorEH =  1to1 '/; drugs 

SPorST =  ]drug 

(R:Rifampicin; S:Streptomycin; 

H:Isoniazid; Z:Pyrazinamide; P:Para- 
amino salicylic acid; —X E:Ethambutol; 


T: Thioacetazone) 
Basis of Domiciliary treatment: 


Domiciliary treatment has come to 
stay because of different reasons given 
below. 


1. It is as effective as institutional treat- 
ment. The classical Madras study 
(TCC 1959) (4) has shown that under 
poor dietary and environmental con- 
ditions it is possible to obtain favour- 
able results with well chosen anti- 
tuberculosis drug combinations. 


2. This results in cost benefit. It is cheaper 
to treat a patient on a domiciliary basis 
than in an institution. With the cost 
required to treat one patient in the 
sanatorium, approximately fifteen 
patients can be treated on a domiciliary 
basis. 


3. It solves the problem of non-availa- 
bility of hospital bed for every diag- 
nosed case of tuberculosis. In our 
country there are only about 42 thous- 
and hospital beds for treating tuber- 
culosis as against 2.5 million sputum 
positive (open) cases of pulmonary 
tuberculosis at any given point in time. 


4. It eliminates the need for enforcing 
bed rest for treating a tuberculosis 
patient (Tyrrell 1956) (5). In another 
study Weir et al in 1956 (6) found that 
patients put on calisthenics did well 
when treated with specific anti-tuber- 
culosis drugs. 


5. It renders rich diet, spacious accommo- 
dation, salubrious climate and other 
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traditionally ^ accepted factors less 
important (Ramakrishnan et al 1960, 
1963) (7, 8). 


6. It prevents dislocation of patients from 
their roots and results in lesser number 
of sociological problems. 


7. It enables patients to return to work 
at an early stage of the disease. 
Basis of Daily oral Medication 


1. The number of tablets to be taken daily 
plays an important part. Greater the 
number of tablets to be taken less likely 
is the cooperation of the patient resulting 
in irregular drug intake. Bulk is another 
factor to be reckoned with (eg: PAS - for 
an intake of 10 grams of the drug a patient 
has to consume 20 large sized tablets). 


2. A single large dose is preferred to multiple 
divided doses. It prevents greater irregu- 
larity of drug intake and has also been 
found to have better саеореџіе effect 


(TCC 1960) (3). 


3, Irregularity in self administration of the 
drug is the biggest hurdle in the treatment 
of tuberculous patients. “How to make the 
pill reach the patient” in oral self medi- 
cation is more а socio-psychological 
problem than a medical one. 


4. Various reasons can be attributed to 
default in drug intake. They are the 
following: 


a. Causes due to patient - like forgetful- 
ness, voluntary discontinuation, fear 
of adverse drug reaction, early sense 
of well being, ignoring sound advice 
and clandestine sale of drugs. 


b. Causes due to medical workers - like 
improper prescription, introduction of 
a single drug at a time, stopping drugs 
too early in treatment and spending 
less time with patients on motiyation. 

c. Causes due to para-medical workers - 
like improper distribution of drugs, 
lack of proper motivation, improper 
supervision and monitoring. 
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d. Causes due to administrative lacunae- 
like inadequate stock of drugs, admini- 
Strative bottle-necks, lack of main- 
tenance of patients’ records and poor 
retrival of defaulters. 


Basis of supervised intermittent treatment 


1. Drugs are given under supervision. 


2. Drug intake can be ensured and concealed 
irregularity avoided. 


3. Regimens prove less toxic. 


4. Overall cost of regimen is reduced. 

5. Therapeutically a twice weekly regimen 
of streptomycin plus isoniazid is as effective 
as a daily regimen of PAS plus isoniazid 
(TCC 1964) (9). 

6. A twice weekly regimen is unaffected by 
the inactivation status of patients, while a 
once weekly regimen is totally inadequate 
for treating rapid inactivators of isoniazid. 

7. Number of patient attendance at treatment 
centre is considerably reduced with inter- 
mittent treatment schedule. 


8. Patient compliance improves. 
Basis of intensive initial therapy 


1. Daily treatment for a short period of time - 
followed by intermittent treatment is quite 
effective and is considered absolutely ideal. 


2. Such a regimen of treatment produces 
an initial knockout effect on the heavy 
bacterial population. 

3. It overcomes severe toxaemia. 

4. It prevents early deaths. 


5. It regiments the patient to a prolonged 
treatment schedule. 


6. It prevents to a large extent development 
of complications like spontaneous pneumo- 
thorax, miliary or meningeal tuberculosis 
and other forms of extra pulmonary lesions. 


Basic regimens suggested for general appli- 
cation: 


Depending on availability of drugs effec- 
tive primary regimens containing anti-tuber- 
culosis drugs can be evolved for freshly dia- 
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gnosed cases of pulmonary tuberculosis. With 
adequate combination of drugs administered 
regularly (daily or twice weekly) in sufficient 
doses for the prescribed period of time good 
results can be obtained. An initial intensive 
phase with three drugs followed by two drugs 
in the continuation phase can result in a success 
rate ranging from 82% to 96%. All regimens 
must contain isoniazid which should be given 
for the entire length of treatment. This drug 
is combined with streptomycin or PAS or 
thioacetazone or ethambutol or rifampicin. 
The minimum period of treatment with such a 
basic regimen should be 12 months. The daily 
intensive phase could vary between four to 
12. weeks followed by the continuation phase 
of 48 to 40 weeks (see chart below). 


Regularity of drug intake should be 
ensured for a regimen to be effective. For 
seme drugs like sterptomycin and PAS, the 
dosage remains the same in both the daily 
and intermittent phase, while for others like 
isoniazid and rifampicin the dosage has to be 
increased in the intermittent phase (see 
Appendix I). A drug like thioacetazone or 
ethionamide is not suitable for intermittent 
therapy. 


A few 12-month regimens with possible 
combinations and their regimens of administ- 
ration are given in the chart below. 


Regimens * 
Initial intensive Continuation phase 
phase 4-12 weeks 48-40 weeks Daily 
Daily or Twice weekly 
SPH PH SHTW 
STH TH SHTW 
SEH EH SHTW 
SRH RH SHTW 


* For dosage of drugs and expansion of 
symbols see Appendix I. 


Basis of short course Chemotherapy 


The introduction of short course regimens 
in the drug treatment of tuberculosis opens up 
a very promising prospect for the future (10). 
The reasons are: 


1. The duration of treatment is curtailed to 
six or nine months ag against the con- 
ventional 12-18 months of treatment. 


2. The use of rifampicin, .a highly effective 


bactericidal drug against actively multiply- 
ing as well as dormant bacilli and pyrazina- 
mide which has a definitive intracellular 
action in acid pH (Mitchison 1960) (11) 
has given an impetus to clinicians all over 
the world to study the short course chemo- 
therapy with various drug combinations. 
The results of global studies are very 
encouraging (see Appendix II) (12-20). 


3. One hundred percent rapid bacteriolo- 


gical conversion of sputum is obtained at 
the end of five to seven months of therapy 
(TRC 1983) (18). By two months nearly 
92% of patients are rendered sputum 
negative with a short course regimen (eg: 
2SHRZ/S,H>Z, - 3 or 5). 


4. Relapses are comparitively few, not more 


than 8% (80% of those who relapse, do so 
with organisms sensitive to the original 
drugs) - thus making retreatment less costly 
and more easy. 


5. Even a short course regimen (like 2SHRZ/ 


5-Н-7; - 5) with no rifampicin has been 
found to be quite promising and less ex- 
pensive. 


6. Adverse reactions are very much on the 


decrease. 


7. Sterilising effect of short course regimens 


make routine follow-up of cases a redun- 
dant procedure. 


Basis of steroid therapy in tuberculosis 


1. There is no need for routine use of steroids 
in the treatment of every case of tuberculosis. 


2. Steroids only prevent fibrin formation but 


do not have a fibrinolytic action. 


3. The indications for steroid use in tuber- 


culosis are: 


a. In inflammatory lesions of serious 
cavities like pleurae, peritoneum, peri- | 
cardium and meninges. 
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b. In desperately ill patients as a life saving 
measure. 


c. In the treatment of concommittent 
diseases like rheumatoid arthritis or 
Addison’s disease requiring steroids. 

d. In speeding up the desensitization 
process of a patiént who develops 
hypersensitivity reactions to any of the 
anti-tubercular drugs. 


Basic measurements of efficacy of treatment 


1. By relying on 
a. Clinical improvement - patient. gets a 
sense of well being very soon after start 
of treatment and may get a false sense 

of security. 


b. Weight gain - evidence is slender to 
conclude that higher the weight gain 
better is the-response to treatment., 


c. Changes in ESR - as higher levels of ESR 
are quite compatible with quiescent 
disease, ESR estimation is an unreliable 
measure of assessing cure in pulmonary 
tuberculosis {Ramakrishnan 1965) (21). 

d. Radiographic changes - judging solely 
on radiographic changes one is likely 
to overestimate the cure rate. With 
exudative lesions, a total clearance of 
radiographic shadows can be expected. 
However, with chronic fibrocaseous 
disease radiographic shadows ramain 
static after the first 4-6 months of treat- 
ment. 


2. By employing bacteriological control, an 
efficient yardstick to measure the efficacy 
of a given drug regimen, one gets a correct 
assessment of the status of disease. Bact- 
eriological assessment of sputum conver- 
sion following drug treatment is definitely 
superior to radiographic assessment. 


3. By noting the number of failures observed 
during the course and at the end of treatment. 


4. By watching out for the number of relapses 
during follow-up after cessation of treat- 
ment. 


5. By determining the accompanying acquired 
bacterial resistance among those failed and 
relapsed. 
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6. By observing the reduction in new crop of 
cases among close contacts of treated 
patients. In other words, a properly chosen 
and administered drug combination acts 
as the best tool of prevention of spread of 
disease. 


Basic concepts in summary 

To sum up, many traditionally accepted 
measures of treatment of tuberculosis are 
becoming increasingly irrelevant with the 
advent of ‘effective drugs against tubercle 
bacilli. Prolonged bed rest in isolated insti- 
tutions with heavy increase in dietary supple- 
ments are usually unnecessary in the context 
of good’ chemotherapy. Judicious combi- 
nations of available anti-tuberculosis drugs 
can be employed to achieve the desired results. 
Domiciliary treatment has replaced insti- 
tutional care. 


Intermittency in drug administration, 
preferably with an initial intensive course 
for a short period is recommended. Rifampi- 
cin and pyrazinamide play an important role 
in eliminating the actively multiplying myco- - 
bacteria as well as the persisters in short course 
chemotherapy. Cost, compliance and cure 
are the basic advantages of short course regi- 
mens which have come to stay as the choice 
treatment for pulmonary tuberculosis. A three 
month-short course treatment is inadequate 
while a six month regimen is robust with very 
few or no relapses (see Appendix II). 


A basic awareness of possible hypersen- 
sitivity reactions to drugs, individual idio- 
syncrasy in the matter of drug consumption 
and drug toxicity related to age (eg. strepto- 
mycin), dose (eg. PAS) and rhythm (eg. rifa- 
mpicin) should be borne in mind while pati- 
ents are under tratment. An ideal drug regi- 
men should have minimal toxicity and maxi- 
mal efficacy. 


Above all, under programmed conditions 
any failure in patient's compliance becomes 
highly significant in the drug treatment of 
tuberculosis. Therefore, proper motivation of 
the patient, ensuring regularity of drug intake 
and a strict monitoring with a periodic check 
on the bacteriological status of patient under 
treatment are the basic requirements for a 
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successful outcome of modern drug treatment 
of tuberculosis. 


Last but not least, a dedicated conscient- 


ious physician is needed to implement these 
changing concepts in practice in order to 
achieve the aims of combating tuberculosis. 
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Appendix - I 
Antil-Tuberculosis Drugs 





Name Abbreviation/ Source/Chemical Administ- Optimum dose 
Symbol Formulation ration Daily Intermittent 





1. Isoniazid (M) INH/H Isonicotinicacid ^ oral 300mg. 600mg 
Hydrazide 
2. Rifampicin (M) Rif/R Streptomyces oral 450mg. (600-900 mg 
Mediterraeni 
3. Ansamycin(M) AM Spiro-piperidyl oral 300 mg. - 
(LM 427) derivative of 
Rifampicin S 
4. Rifapentine (M) Long acting cyclo- ray х 
(01.473) pentyl rifamycin 
5. Streptomycin SM/S | Streptomyces Intramus- 0.75G 0.75G/1G 
| Graceus cular 
6. Ethionamide ETH/ET JAlpha-ethyliso- ога! 500 mg. - 
nicotinamide 
7. Ethambutol Emb/E Diethyl-diamino- oral 800mg. 1000-1200 mg 
butanol dihydro- 
chloride 
8. Pyrazinamide PZA/Z A pyrazine oral 1.56-2G 3-3.5G 
derivative 
9. Viomycin VM/V Streptomyces Intra- 0.75-1G 0.75-16 
Punaceus muscular 
10. Kanamycin KM/K Streptomycin Intra- -  0.75-1G 
Fradiace muscular 
11. Capriomycin CP * Streptomyces Intra- 1G - 
capriolus muscular 
12. Cycloserine “Су Streptomyces oral 500 mg. - 
orchidaceus 
13. Para-aminosali- PAS/P Aminosalicylate ога] 10G 10G 
cylic acid (L) 
14.Thioacetazone TB/TZA Athiocompound oral 150 mg. - 
(L) 


оно dose still to be decided; M=Most effective - 1,2,3,4; Мете effective= 5,6, 
7,8,9,10,11,12; L= Least effective - 13,14. 
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Appendix - II 


A Catalogue ef Select Short Course Regimens Showing 
Response and Relapse 


———MÓ————— С С СНИМЕН ee 


Studies Year Number Regimen* Duration in Response at Relapse 
of months theendof between 
patients Кх (%) 18-30 
months 
(%) 
nir RE STORE EES АДЕБИН A A OTIS et TE ДОЛЫ a Шс 
East Africa 1978 176 6SHR 6 100 3 
(BMRC) (12) 
Hong Kong 1978 171 2SHRZ/S,H>Z, 6or8 100 7 
(BMRC) (13) 
Hong Kong 1978 178 2SHRE/S,H>Z, бог8 100 217 
(ВМЕС) (13) | | 
Singapore 1978 84 2SHRZ/HRZ 6 99 0 
(BMRC) (14) 
Arkansas (USA) 1979 315 ІНЕ/Н,Е, 8 95 <7 
(Dutt & Stead) (15) 
BTA/UK (16) 1982 68 2SHRZ/HR 9 100 0 
Poland (17) 1982 119 2SHRZ/H,R, 6 100 0 
(Sinder et al) 
Madras (18) 1983 132 2SHRZ/S,H>Z, 7 100 0 
(TRC) 
Madras (18) 1983 129 2SHRZ/S,H,Z, 5 100 5 
(TRC) 
Tambaram (19) 1984 53 2S,H,R2Z,/S,H>Z, 6 96.2 - 
(Rangaswamy) 
Madras 1986 187 3SHRZ/S,H,Z, 5 100 4 
(TRC) (20) 
Madras 1986 200 3SHRZ 3 96 20* 
(TRC) (20) 





* Figures preceding the drug symbols indicate the initial intensive phase in months. The figures 
to the bottom right of drug symbols indicate the frequency of administration. E.g., none - daily; 
2 - twice weekly. 


S: Streptomycin; Н: Isoniazid; R:Rifampicin; Z: Pyrazinamide; E: Ethambutol. BMRC - British 


Medical Research Council; BTA - British Thoracic Association; TRC: Tuberculosis Research 
centre. 


+ High relapse rates. 





THE ANTISEPTIC. CHEST. DIS. SPL. 58 





IPRO:Fe 


“THE ALL PURPOSE 


THERAPEUTIC FAMILY HEALTH TONIC” 


®MALNOURISHMENT 


® GROWING CHILDREN 
eDURING PREGNANCY/LACTATION 
€ ANAEMIA 
€ CONVALESCENCE 


МРЕО-е THE ONLY ALL PURPOSE THERAPEUTIC 
FAMILY HEALTH TONIC WELL BALANCED WITH 
10 Essential Amino Acids derived from Milk Protein 
Iron in the form of Ferrous Gluconate 

Folic Acid 

Vitamin Bis 
Vitamin Be 
Vitamin Bs 
Niacinamide 
D-Panthenol 
jaleium Glucor 


Manufoctured in India by 


PVT. LTD. 
Road 'A' Vile-Parie (E). 
Bombay-400 057 








6-2 THE ANTISEPTIC ^ CHEST. DIS. SPL. 


IND/P.AD/VPO/? 





каа. Cun 2 INO T (9prureumeaáAq) 'eprureumreJdÁAg Surmnjoejnuettt 


Салу S3r901vuOgv1 062/006 V N IZ А d о рәоиәшшоә seu juejd иләрош S.NId(lT = 
магп ACINVNIZVUAd e 
(HNI + шоашеуу) стри ur urotdurejny Joo1nj2ejnueur 
009/0<%/00% X "IN IO-M e diseq paouauiuroo seu мап = 
'$40]20p әң) јо Jsou Aq 
(NYAS МЭН FAVWAGVAY o paqiiosaid ‘pueiq urorduregng 
(шотюбшеня) ГОМ 94) S! NIO-H S.NIdNT + 
009/0SF/00£/0S' NIO-M o NIQIdNVAIY e 
(HNI + 103пашгц)Я) ‘SILÁ £ ISP] UI 511481 очно 
34042 PE YUM sjuared yyer 81 
X IN(18WO) e Bune} Aq eurureJ804d urod 02 
(IDH 1oINquieyiq) эщ ш pejediorired seu Мап = 


0001 /008 /009 /00F /002 TOLAGNOD e чләлорлом вәызипоә рәзѕәји Я], ШЕ 03 
рәз1оахә sı joinquieyiq S.NIdNT » 

(L861 Ul Цзиош/ѕәииој, o£) [ојпашецзя 

jo әлтовупиеш 21564 әц ut 


snonujuo) sa1nsse NId(YT * [ЭН ТОІПЯИҮНІЯ e 






SHNOLSA TIN INVOIAINDIS YNO A0 AWOS 


Маг — 
А.ИЯОІН4 UNO SI AL ISNIV9V AAVSNUI 





а 


[SS 


SPL. S-3 


CHEST. DIS. 


THE ANTISEPTIC 


Chronic obstructive airway diseases 
Christopher D.J., Martha Kapoor, Thiruvengadam K.V. 


Introduction 


Chronic obstructive airway disease (COPD) is major cause of 
morbidity and mortality in many countries. With smoking still a major 
problem in India, COPD continues to be one of the common diseases. 
In the developed countries owing to the education regarding the harm- 
ful effect of smoking, there has been a decline in the incidence of COPD. 


COPD is a disorder that affects principally the peripheral small 
airways. In practice, two disorders comprising COPD are Chronic Bron- 
chitis and Emphsema. The diagnosis of the former can be made by 
history and the degree of obstruction assessed physiologically. But the 
diagnosis of the latter can be made with certainty only by histopatholagic 


examination. 
Definitions 


Chronic Bronchitis: American Thoracic 
Society has specified that chronic bronchitis 
is present, when there is production of tracheo- 
bronchial mucus sufficient to produce cough 
with sputum for atleast three months of the 
year for two consecutive years. This criterion 
however has been arbitrarily chosen. At the 
time when the patient is a “Chronic Bronchitic” 
the pathologic process has progressed a long 
way. This term also does not describe the 
severity of the underlying process which could 
vary from occasional early morning ‘cigarette 
cough’ to severe cough with dyspnoea. A few 
sub classifications have been proposed: 


a) Simple Chronic Bronchitis: is the descrip- 
tion of chronic bronchitis with mucoid 
sputum production. 


b) Chronic Mucopurulent Bronchitis: is the 
term used when the sputum is intermittently 
or persistently mucopurulent in the absence 
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of local suppurative broncho-pulmonary 
disease such as bronchiectasis. There may 
or may not be obstruction as assessed by 
the Forced Expiratory Vital Capacity. 


c) Chronic Obstructive Bronchitis: is the 
term which is applied to bronchitics who 
experience severe dyspnoea and wheezing 
either spontaneously or, usually in asso- 
ciation with inhaled irritants or acute res- 
piratory infections. This condition is often 
confused with bronchial asthma, which may 
sometimes also have chronic airway obst- 
ruction. The way to distinguish between 
the two conditions is by the fact that in the 
former (chronic obstrutive bronchitis) 
the onset of wheeze is usually preceeded 
by cough and in the latter, cough is pre- 
ceeded by wheeze, usually. 


d) Emphysema: in Greek meant inflation'. 
It is defined as a condition in which there 
is distention of airspaces distal to the termi- 
nal bronchioles with distruction of alveolar 
septa. Inter-alveolar septal destruction is 
an essential criterion for diagnosis. 


Epidemiology 


The prevalence of chronic bronchitis and 
emphysema is diffictlt to estimate accurately 
because of their slow rate of development. 


Several studies have shown an incidence 
of 10 - 25% of chronic bronchitis in the adult 
population. It was also found to be more 
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common in persons older than forty years than 


in younger patients and more in men than in 


women. The difference in the. sexes could 
be due to the difference in the incidence of 
smoking between the sexes. Clinical, labo- 
ratory and radiological changes do not occur 
till the very late stages of emphysema. Necro- 
psy studies show that emphysema is a finding 
which increases with age. There is a distinct 
increase in the fifth decade with further incre- 
ase through the seventh decade and little 
increase after that. Approximately 65% of the 
adult men and 25% of the adult women are 
said to be affected. In this disease, like in 
atherosclerosis, the morphological features 
are far more frequent than the clinical mani- 
festations attributable to the changes. 


There has been an increase in the incidence 
of the disease in some of the developing count- 
ries such as India, Papua New Guinea, Malay- 
sia, rural Egypt and the Caribbean and among 
the aboriginals of Australia. In the Caribbean 
much higher rates were found among the 
Indians as compared to the Africans, with the 
same smoking habit. In developing countries 
smoking is probably the most important factor. 
Besides, smoke from cooking or heating fires 
in huts without chimneys, and uncontrolled 
respiratory infection in infancy and childhood, 
also play a part. 


Etiology 


The causes of chronic bronchitis and 
emphysema are poorly known, and opinions 
differ among authorities concerning the rela- 
tive importance of the known and presumed 
factors. There is intimate relationship bet- 
ween chronic bronchitis and emphysema. 7596 
of the patients with chronic bronchitis are also 
found to have emphysema. 


A) Cigarette smoking - 


Cigarette smoking has not only proved 
to be the most important cause of COPD, but 
also known to interact synergistically with 
every other contributory factor. Because of the 
importance of cigarette smoking in the etiology 
of COPD, it is necessary to deal with it at 
length. (See also: separate chapter- Edl.) 
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Cigarette smoke has been shown to exert 
the following effects on the lung: 


1) Inhibition of ciliary action, due to a number 
of cilio - toxic substances present in the 
smoke! ? 


2) Inhibiton of MID activity of alveo- 
lar macrophages^? and perhaps the pul- 
monary lymphocytes*. 


3) Hypertrophy and hyperplasia of mucus 
secreting glands. 


4) An acute increase in airway resistance due 
to vagally mediated smooth muscle con- 
traction. 


5) Release of proteolytic enzymes (Elastase) 
from polymorphonuclear leukocytes®” 
and suppression of the elastase inhibiting 
capacity of human serum?. 


6) Interference with surfactant action. This 
eventually leads to alveolar over-dist- 
ention?. 


The effects of smoking on the Feng are 
depicted below: 





"T. x of smoking on airways obstruction 


Numerous studies have clearly demon- 
strated the effects of smoking on COPD. Some 
of them are as follows: 


A study among 40,000 medical pract- 
itioners in Britain showed that, the death 
rate for chronic bronchitis was significally 
higher among smokers than in non-smokers 
and increased with the amount smoked'?. 
Studies done in Canada and U.S.A. have 
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shown similar results. The relationship of 
mortality to smoking was similar in both men 
and women'!!. 


Some surveys have shown that chronic 
bronchitis is completely confined to smokers. 
In a study done in Britain among men in the 
age group of 55-64, the prevalnce of chronic 
bronchitis was 17.6% in heavy smokers, 13.9% 
in light smokers and 4.496 in ex-smokers and 
nil among nonsmokers". A similar result 
has been shown by a number of other studies. 


Pipe and cigar smokers have a lower pre- 
valance of the disease and less impairment of 
function, "though inhalation of cigar smoke 
is equally irritative. Filter tipped cigarettes 
are less deleterious than the nonfilter tipped 
ones’*. Infants of smoking parents are more 
prone to respiratory illnesses than infants 
of nonsmokers’°. Pneumonia at any age may 
predispose to chronic bronchitis later in 
life 15 17. 


Cigarette smoking has been shown to 
produce an increase in airway resistance both 
in smokers and nonsmokers, as demonstrated 
by a plethysmograph’®. Further, the broncho- 
constrictor effect of a single cigarette, incre- 
ased with the amount smoked and with the 
degree of inhalation!?. 


Іп normal individuals there is a gradual 
fall in FEV, over a lifetime. But in smokers, 
the fall is very much steeper’. A higher auto- 
psy prevalence of emphysema has been con- 
sistently found in smokers in comparison with 
nonsmokers?'?72?, Bronchial biopsy and 
culture have shown a close relationship bet- 
ween increased smoking and hypertrophy of 
bronchial mucus glands?*. This also been 
shown in autopsy studies. 


COPD, peptic ulcer and smoking: An asso- 
ciation has been frequently noticed between 
emphysema and peptic ulcer in autopsy 
studies. Those who develop Cor-pulmonale 
had a particularly higher incidence of peptic 
ulcer. It is likely that the higher prevalence of 
peptic ulcer among chronic bronchitics is due 
to the common smoking factor. 


B) Atmospheric Pollution 


Evidence incriminating atmospheric pol- 
lution as an etiologic factor in COPD comes 
from various studies. The precise factor in 
pollution responsible for the adverse effect 
is uncertain. It is probably ѕтоке26.. There 
is evidence to suggest that SO, and H,SO, 
may, attach themselves to smoke particles 
and enhance their toxic effect”. 


There is an increase in mortality from the 
disease in polluted areas??? and also an 
increase in symptoms while exposed to pollut- 
ion? Biopsy studies have shown a higher 
incidence of emphysema in areas with greater 
pollution?'??, In some developing countries 
like India, domestic smoke, in houses or huts 
without chimneys, probably contributes to 
chronic bronchitis??^. 


C) Climate: 


The role of climate in COPD is negligible. 
However breathing extremely cold air may 
increase resistance to airflow, and high tempe- 
ratures may increase the concentration of 
photochemical oxidants, which may induce 
airway obstruction in susceptible persons. 


D) Infection: 


The study of the role of infection in chronic 
bronchitis has assumed importance in recent 
times. Infection may play a causal role, besides 
playing a distinct role in the exacerbation of 
the disease. 


There is increasing evidence of the import- 
ance of respiratory illness in infancy and child- 
hood, in the causation of chronic recurrent 
cough and wheeze in adulthood. Respiratory 
syncytial virus (RSV) has been the most fre- 
quent culprit?’ Small airway dysfunction has 
been demonstrated 10 years after an attack of 
bronchiolitis in infancy. Chronic winter 
cough was more common in both smokers and 
nonsmokers at the age of 20 and 25. in those 
who had a lower respiratory tract illness under 
the age of 2. However chronic cough was much 
commoner in the smoking group!5??. It still 
remains to be seen whether a causal role could 
be attributed to infection. 


——————M—— € 
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The number of exacerbations has been 
shown to be proportionate to deterioration of 
lung function ^^^' and damage in the lung 
as determined by histopathology". Other 
studies have shown a deterioration of lung 
function independent of infection^*. The 
following conclusion seems to explain both the 
findings. Smoking may cause either cough and 
sputum or deterioration in lung function inde- 
pendently or both. Those with cough are more 
liable to lower respiratory infection. 


In different studies viruses have been 
implicated in 4-5% of the exacerbations. The 
viruses concerned were influenza, para- 
influenza and respiratory syncytial viruses. 
Haemophilus influenza and streptococcus 
pneumonia were the bacteria implicated, 
the former more commonly than the latter. 
Though these bacteria reside in the naso- 
pharynx, and may be the cause of exacerba- 
tions, a recent study has implicated exogenous 
strains. Mycoplasma pneumonia has been 
associated with some exacerbations. 


Exacerbations need not always be infective 
in origin. They can be largely chemical or 
irritative in origin. Exacerbation during fogs 
are example of this. However bacteria are the 
cause of most of the exacerbations. 


E) Occupation 


Prevalence and mortality are higher in 
those exposed to industrial gases and dust. 
This has been verified among coal miners, 
steel workers and those working in flax indust- 
ries. In Japan, an unusual occupational risk 
factor has been mustard gas or Lewisite. What 
is interesting is the fact that in case of exposure 


to some of the industrial gases and dust ment- - 


ioned above, an increased prevalence was 
not found among nonsmokers. There undoubt- 
edly is synergism between gases and dust and 
smoking in the causation of bronchitis. 


F) Social Factors: 


It was further found that wives of under- 
ground coal workers had twice the mortality 
of all married мотеп??, inspite of the fact that 
they themselves did not work in coal mines. 
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This fact demonstrates the importance of 
social environment, in addition to occupation. 


G) Genetic Factors: 


The observation that the children and the 
first degree relatives of bronchitics were more 
likely to have the disease, led to the postu- 
lation of a genetic factor apart from the known 
genetic factor, of Alpha, Anti Trypsin defi- 
ciency. This however has been disproved by 
recent studies ^^! 6 


H) Alpha, Antitrypsin Deficiency 


In a family with early onset of emphysema, 
a deficiency of Alpha, Antitrypsin was det- 
ected??. This led to extensive work in impli- 
cating Alpha, Antitrypsin deficiency in the 
pathogenesis of bronchitis and emphysema. 
Studies have shown varying incidence of this 
condition. One study has shown an incidence 


. of 60% in those presenting under the age of 


403 but in another study comprising of 196 
patients with COPD only 2 % were affected”. 
Not all patients with homozygous deficiency 
develop the symptoms” and it is not known 
for certain if heterozygotes are more than 
normally prone to bronchitis and emphysema. 


The pathogenesis is thought to be the 
damage of lung tissue by proteases derived 
from leukocytes in the absence of inhibitor 
(Alpha, Antitrypsin.) However, not all are 
in favour of a direct pathogenetic effect. It 
has been felt tht Alpha, Antitrypsin deficiency 
could be a marker for some other congenital 
abnormality that predisposes the individual 
to obstructive airway disease. This deficiency 
should be sought in those who develop the 
disease below the age of 40, especially if they 
are nonsmokers or, women. It presents clini- 
cally with progressive dyspnoea with or with- 
out additional bronchitic features, recurrent 
infections or even asthmatic symptoms. 


The disease can be diagnosed by the meas- 
urement of Trypsin Inhibitory Capacity (TIC), 
which is milligrams of trypsin inhibited per 
millilitre of the serum. Homozygous individual 
has a level less than 0.40 mg/ml, heterozygous 
0.4 to-0.8 mg/ml and homozygous normals 
0.85 to 1.40 mg/ml. 
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I) Immunological factors: 


No consistent change has been noted in 
COPD of levels of complement or immuno- 
globulins, except variable changes in IgA ^^^? 
and raised IgE in sputum*®:*’, But recent 
studies undertaken among chronic bronchitics 
have.shown eosinophilia in sputum from 
time to time. 


In addition sputum levels of IgE, histamine 
and leukotrienes were raised, as in extrinsic 
asthma. The difference however in case of 
extrinsic asthma was an elevated level of blood 
eosinophils and serum IgE. There is an 
element of reversible airway obstruction which 
may be due to spasm of bronchical muscle, 
increased mucus, or other factors associated 
with hypersensitivity locally. 


To sum up, smoking is the single most 
important etiologic factor. The other factors 
only seem to work synergistically with smok- 
ing, to produce the disease. Only rarely do 
other factors-like Alpha, Antitrypsin defi- 
ciency, in chronic bronchitis in nonsmokers 
less than 40 years, play a causal role in the 
absence of smoking. 


Pathology 


A) Chronic bronchitis: Certain changes have 
been noted to occur very consistently with 
chronic bronchitis; certain other changes have 
been described but have not been encountered 
consistently. 


1. Bronchi: The following changes are seen: 


i) Hypertrophy of the mucus secreting 
glands occurs mainly in the larger 
bronchi and is evenly distributed 
throughout the lung. Quantification 
of this anatomic change is called Reid's 
Index, which is the ratio of the thickness 
of the submucous gland to that of the 
bronchial wall. In patients with no 
history of chronic bronchitis the mean 
ratio is 0.44 + 0.09, and those with a 
history of bronchitis 0.52 - 0.08. 
There is a considerable degree of 
overlap which means that there will 
be people with this morphological 
change who do not have the disease 
and vice-versa. 
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ii) A decrease in granule containing cells 
and a decrease in secretion containing 
cells. 


iii) An increase in the number of mucus 
secreting goblet cells in large bronchi 
and bronchioles. 


iv) Infiltration with acute or chronic infla- 
mmatory cells, oedema and dilatation 
of capillaries during episodes of infla- 
mmation. Eosinophils and granulated 
mast cell increase may be apparent. 


v) Grossly, there may be an exaggeration - 
of normal longitudinal folds of mucus 
membrane and a development of trans- 
verse folds in the more peripheral 
bronchi. Smaller peripheral bronchi 
may be distorted by scar tissue. Pus 
and mucopus may be seen during super- 
added acute infection. The mucus 
membrane may even show ulceration. 


Other inconstant findings reported are: 


i) An increase in volume of mucus glands 
secreting a neuraminidase resistant acid muco- 
polysaccharide‘ 


ii) A loss of cartilage in subsegmental bronchi 
thus rendering the bronchi more susceptible 
to expiratory collapse. 


2) Small bronchi and alveoli: Small airway 
involvement occurs in early stages of chronic 
bronchitis. This stage assumes importance 
by the fact that obstruction can be reversed 
at this stage if the patient stops smoking. 


Micro abscesses have been described. 
#950 These may be responsible for scarring, 
nodules, alveolar destruction and local areas 
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of emphysema. Squamous metaplasia, in- 
flammatory cell infiltration and fibrosis of 


walls have been demonstrated histopatho- 


logically. The changes increase with the 
progression of the disease. 


B) Emphysema: The histopathology of 
emphysema has been studied in great detail. 
For the sake of simplicity, this section will 
present only an outline. (Figures III to VI 
represent the different types of Emphysema). 


1) Centrilobular Emphysema/Centriacinar 
Emphysema/proximal acinar Emphysema: 


This type is largely limited to the centre 
of each pulmonary lobule, involving the 
respiratory bronchioles, leaving the distal 
structures intact. It is most frequently located 
in the upper lobe. Only gross changes produce 
roentgenographic abnormalities and hence 





mild changes may be missed. 
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2) Panlobular Emphysema/Pan-acinar 
Emphysema: 


Uniform or nearly uniform destruction 
of the structures within a lobule leads to 
panlobular emphysema. The distinction 
between alveoli and alveolar ducts is lost. 
At later stages total loss of normal archiecture 
occurs until a few strands of tissue remains. 
This entity is encountered in patients with 
Alpha, Antitrypsin deficiency or the Uni- 
lateral Hyperlucent Lung Syndrome or 
localised bronchial occlusion. This condition 
may co-exist with centrilobular emphysema 
and the latter may even develop into it. 
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3) Paraseptal Emphysema/Distal acinar 
Emphysema: 


Paraseptal emphysema involves the 
alveolar sacs and the associated alveoli. 
Thus it involves the periphery of the lobule 
adjacent to the interlobular septa. These 
may become bullae and may cause sponta- 
neous pneumothorax. 


PARASEPTAL EMPHYSEMA 
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4) Irregular Emphysema/Paracicatricial 
Emphysema: 


When emphysema occurs in the vicinity 
of scars, it is called irregular emphysema. 
It is the most common form and may com- 
plicate sarcoidosis, diffuse tuberculosis pul- 
monary granuloma and pneumoconiosis. 
Symptoms do not occur unless there is 
extensive scarring. 
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Pathogenetic Mechanism 


The causes of chronic bronchitis and emphysema interact in complex ways. An attempt has 
been made below to give a simplified account of the mechanisms of action of the various causes. 


Alpha, Antitrypsin Atmospheric Тобассоѕтоке Repeated attacks 
Deficiency pollution of infection 
4 { | | 
Uninhibited action Irritation Epithelialcell ^ Loss ofceliated 
of Leukocyte | metaplasia . epithelium 
derived Proteases | 
| Stimulation of | 
secretion 
Damagetolung Mucus gland - Retention of Bacterial 
tissue hyperplasia secretion Proliferation 
Chronic obstructive pulmonary airway disease «ені 
Functional Abnormalities different degrees. Hence a whole spectrum 


Airway obstruction is probably the most 
important disturbance of respiratory function. 
There are 5 mechanisms by which obstruction 
results. They are listed below: 


1) Mucus in bronchial lumen. 


2) Thickening of bronchial mucus membrane 
by hypertrophy of the mucus glands and by 
oedema and inflamatory products. 


3) Increase in tone of bronchial muscle 


4) Distortion of the* peripheral airways 
by lung destruction, fibrosis and emphysema. 


5) Invagination of the soft posterior wall 
of the larger bronchi and trachea on expi- 
ration by a steep gradient between the extra- 
bronchial and the intraluminal pressure. 


Clinical Features (Table 1) 


The clinical spectrum of COPD includes 
at its extremes two types of patients type 
A (Pink puffers) & Type B (Bluebloaters) 
Type A is emphysema and Type B is bron- 
chitis. This division into subtypes, clinically, 
has recently been questioned. 


Symptoms 


Most people have а combination of both 
the entities-bronchitis and emphysema to 
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of symptomotogy arises. In this section only 
the two extremes of the spectrum, predo- 
minant bronchitis and predominant emphy- | 
sema will be dealt with. 


A) Predominant Bronchitis: The symptoms 
have a characteristic pattern of evolution. 


1) Cough: It starts as dry cough in the 
morning to begin with. This condition may 
last for many years and gradually become 
more frequent and for more prolonged 
periods. Coughing may be triggered at the 
adopting of the supine posture, perhaps due 
to movement of the sputum out of the bronchi 
or due to reflex action from cold bed material. 


2) Sputum: It is white, grey or black to 
start with. The black colour, if present, may 
be due to cigarette smoke and atmospheric 
pollutants. It is usually mucoid between the 
attacks. Later on the sputum may look 
purulent or mucopurulent even between the 
attacks. 


3) Upper Respiratory Infections: Bronchitics 
are more susceptible to U.R.I. and the 
infection frequently travels downwards in 
the respiratory tree, turning the sputum to 
yellow or green and more copious. The 
exacerbations too become more frequent 
and may last longer. | 
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The salient clinical and laboratory features of the two clinical types are outlined in the table below: 


—————————————————LÉuÉÁL Le Vu yc 


Features 


Predominant 
Emphysema 


Predominant 
Bronchitis 


——————À——MM—MÀÀ ee 


Clinical :- 


Age at diagnosis 
Dyspnoea 


Cough 

Sputum 

Weight loss 
Bronchial infections 
Percussion of chest 


Auscultation of chest 


Plethora 

Cyanosis 

Respiratory insufficiency 

episode 

Pulmonary hypertension: 
Rest 
Exercise 

Cor pulmonale 


Roentgenographic 


Antero-Posterior diameter 
Diaphragm 
Bronchovascular markings. 
Lung fields 


Cardiac shadow 
Physiologic 


Vital capacity 

Total lung capacity 

Residual volume 

Arterial PaO; (mmHg) 
Arterial PaCo (mmHg) 
Elastic Recoil 

Resistance 

Diffusing capacity 
Haematocrit 

Pulmonary arterial pressure 


60+ 
Early onset, steadily 
progressive. 
After dyspnoea starts. 
Scanty mucoid 
Often marked. 
Less frequent. 
Hyperresonant. Obliteration 
of cardiac and hepatic dullness. 
Breath sounds remote. 
crepts unusual. 
Absent. 
Absent. 


Often terminal. 


None to mild. 
Moderate. 
Rare except terminally. 


Increased. 

Low, flat, moves poorly. 
Attenuated. 
Hyper-inflation. 
Bullous changes + 
Small & Vertical. 


Decreased. 

Normal or decreased 
Increased 

65 - 75. 

35 - 40. 

Severely decreased. 
Normal to mild increase. 
Decreased. 

Normal (35 - 45%). 
Slightly increased. 


50% 
Mild, intermittently during 
intercurrent infections. 
Before dyspnoea starts. 
Copious, mucopurulent. 
Slight or absent. 
More frequent. 
normal 


Rhonchi and crepts. 
usual. 

Present 

Present. 


Repeated. 


Moderate to severe. 
Worsens. 
Common. 


Normal. 

Nearly normal position. 
Increased at bases. 
Normal. 


Normal or enlarged. 


Markedly decreased. 
Normal 

Markedly increased 
45 - 60. 


Normal to mild decrease. 
Increased (50-55%). 
Increased 
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4) Wheeze: Patients may develop wheeze 
usually only after a certain degree of pro- 
gression of the disease. It may first occur 
in association with U.R.I. and then may 
increase in severity till it becomes persistent 
throughout the winter season. Most of these 
have a certain degree of reversible airway 
obstruction and may respond symptomati- 
cally to atropine and adrenaline. Certain 
others have a greater degree of reversible 
airway obstruction and such patients may 
be said to belong to the other. end of the 
spectrum or more precisely be called, 
“Asthmatics.” 


B) Predominant Emphysema 


Dyspnoea in these patients is exertional. 
It some times starts after an apparently mild 
respiratory infection and progresses rapidly 
to respiratory failure without corpulmonale, 
leading to death within a few years. Some 
patients are able to maintain SaO; by hyper- 
ventilation and also to keep PaCO,, within 
normal limits. Such: patients are termed 
as ‘Pink Puffers.' 


Physical Signs 


Bronchitics tend to be overweight and 
cyanotic in contrast to emphysema patients 
who tend to have an asthemic body build with 
evidence of recent weight loss. 


The classical shape of the chest is barrel 
shape. Kyphosis, horizontal ribs, loss of 
bucket handle movement of the ribs, a pro- 
minent sternal angle and a wide subcostal 
angle are the other chest wall findings. There 
may be a paradoxical indrawing of the costal 
margins (costal paradox) in the latter stages. 
A finger in the thyroid cartilage may detect 
and inspiratory tug attributed to the con- 
traction of a low flat diaphragm. Use of 
accessory nfuscles of respiration is а pro- 
minent feature especially in emphysema. 
This and tachypnoea are indicative of the 
respiratory distress. 


There is а hyperresonant percussion 
note and an obliteration of cardiac and liver 
dullness in emphysema. The percussion note 
s resonant in bronchitis. The breath sounds 
ire diminished in intensity. In bronchitis in- 





spiratory rhonchi or less commonly inspiratory 
and expiratory rhonchi may be heard. Crepi- 
tations usually in the bases may be heard 
typically in early inspiration in bronchitis. 
Jugular venous pressure may be rarely en- 
countered during expiration due to pressure. 
swings in the thorax. 


In the presence of sequelae like cor 
pulmonale or cardiac failure, their respective 
physical findings are noticed. 


Sequelae 


a) Cor pulmonale 


This condition. is usually the sequel of 
chronic bronchitis and is seldom encountered 
in emphysema. The mechanism of evolution 
of cor pulmonale is said to be due to the 
response of those patients to hypoxia, by 
contraction of pulmonary artery leading to 
pulmonary hypertension and eventually to 
cardiac failure. Other factors causing pul- 
monary hypertension and right ventricular 
hypertrophy include distension of alveoli 
causing a decrease in capillary diameter 
and decrease in total capillary bed due to 
emphysema, secondary polycythaemia etc. 


The precipitating factor is usually an 
upper respiratory infection. Symptomatically 
the dyspnoea becomes more severe and may 
be accompanied by wheeze. There may be 
an increase in cyanosis. The treatment is 
directed at the management of hypoxia and 
control of infection. 


b) Cardiac Failure 


Cardiac failure may also be the conse- 
quence or respiratory acidosis, hypoxia of 
myocardium and hypercapnia in addition 
to pulmonary arteriolar constriction. Those 
presenting with cor pulmonale, if not picked 
up in, time, may eventually present with : 
cardiac failure. 


Investigations 


NS 


1) WBC count: Raised during acute exacer- 
bations. 


2) Eosinophilia: In some who have wheeze 
predominantly, and hav „Teversible airway 


ч 





3) Polycythemia: This finding is rare and 
is proportionate to the degree of hypoxia 


and the amount of carboxyhaemoglobin | 


induced by smoking. 


4) Sputum: In bronchitis sputum can either 
be mucoid in early stages or viscid with pus 
during acute exacerbations. There however 
is significant variation in quality and quantity 
at different stages. The viscosity of the sputum 
is proportionate to the amount of neuraminic 
acid. Hence those with purulent sputum have 
a higher concentration of neuraminic acid. 
On microscopic examinations most of the 


pus cells could prove to be eosinophils, in | 


some. 


5) Radiology: Increased antero-posterior 
diameter is a rare finding even in those with 
severe disability. 


Flattened diaphragm with the maximum 
curvature of the right dome reduced to less- 
than 1.5 cms. The poserior portions of the 
11th or even 12th rib may be visible above it. 


Heart may appear long and thin, drawn 
out by the depressed diaphragm. It may be 
enlarged if there is right ventricular failure. 
Hilar vessels may be conspicuous, with 
enlargement of the proximal parts of the 
pulmonary arteries. On the other hand, 
peripheral vascular shadows may be thinned, 
straightened, or lost as vessels are damaged 
due to emphysema. 


Large retrosternal air space as a result 
of over distention, in the lateral film, to 3 cm. 
below the manubrium. The horizontal dis- 
tance from the posterior surface of the aorta 
exceeds 4.5 cms. Bullae may be identified 
by fine hair like margins and lack of vascular 
shadows. The .bullae may progressively 


enlarge in some to form large air spaces, 


referred to as 'vanishing lung.' 


Diffuse irregular patchy shadows, 
presumably due to fibrosis and destruction 
due to repeated infections and transient 
patchy basal shadows, if bronchopneumonia 
supervenes. 


6) Bronchographic findings: | 
Irregular, narrow or distorted bronchi. 
Irregularity in peripheral filling of bronchi 
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Roentgenographic appearence in | 
Chronic Bronchitis = 





Roentgenographic appearence in 
Emphysema 
and pooling of opaque material in dilated 
bronchioles, probably in association with 


panacinar emphysema. Diverticular may 
be apparent in large bronchi as the opaque 
dye enters the mouths of hypertrophied 
mucous glands. 


7) Skull Radiograph: 


A rare finding of erosion of lamina dura 
and the floor of the pituitary fossa, with or 
without thinning ef the clinoid process, due 
to increased intracranial pressure, secondary 
to hypercapnia. 
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8) Blood gases: 


There is an increase in PaCO, and a fall 
in РаО,. The response to increased PaCO, 
(hypercapnia) and decreased PaCO, (hypoxia) 
varies. 


On one end of the spectrum are the blue 
dloaters whose airway obstruction interferes 
with alveolar ventilation and hence leads 
9 cyanosis. Hypoxemia leads to contractions 
3f pulmonary arterioles, which, in addition 
0 loss of vascular. bed, in due course causes 
i rise in pulmonary artery pressure and cor 
xulmonale. In 85% of these patients there 
5 an associated emphysema. 


On the other end of the spectrum are 
he pink puffers. These people are able to 
renilate sufficient alveoli to keep their blood 
rases normal so that they appear pink. The 
ibsence of hypoxemia tends to preserve a 
i'ormal pulmonary artery pressure and spares 
hem from cardiac failure. 


) Blood Ammonia: 


The blood ammonia has been found to 
e raised in patients with chronic bronchitis 
“ith carbondioxide retention??. It appears 
з be related to the degree of liver congestion. 


0) Electro cardiogram: 


The commonest finding in ECG is of clock- 
‘ise rotation in the antero-posterior and 
orizontal axes. The changes which signify 
е above are a right axis deviation in the 
andard leads, an ‘RS pattern’ in chest 
ads as far as Vs or Ve, together with an ‘RS 
attern’ in AVL and a QR pattern in AVF. 
1 the presence. of cor pulmonale, the chara- 
eristic features of the same are seen. 


[anagement 


Management of chronic obstructive lung 
sease is based upon a complete knowledge 


(1) The degree of obstruction 

(2) The extent of disability 

(3) The relative reversibility of the 
disease. 
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To the extent that obstructive process 
in the airways are contributory, there is 
chance for treatment to be effective. Since 
emphysema is an irreversible process, pre- 
vention of progression and avoidance of acute 
insults constitute the only approach. 


After the initial assessment of lung 
functions, the physician has some idea of 
е relative emphasis to be placed upon patient | 
education, preventive measures and direct 
therapeutic interventions, in the management 
of the patient and the illness. 


Patient should be assessed with, history, 
physical examination and chest X-ray. These 
should be supplemented by test of lung 
functions, performed during a symptomati- 
cally stable period. Ideally, (i) complete 
spirometry (ii) Plethysmographic lung volume 
(iii) Airway resistance (iv) transfer of carbon 
monoxide (v) arterial blood gas analysis and 
(vi) lung elastic recoil properties should be 
performed. Spirometry, lung volumes and 
resistance should be measured after admini- 
stration of broncho-dilators in order to assess 
the degree of acutely reversible airway 
obstruction. In instances where the degree 
of exertional dyspnoea appears to be dis- 
proportionately greater than the degree of 
obstruction, measurement of blood gas, 
minute volume, co; production and co, con- 
sumption during exercise are indicated in 
order to determine whether impaired lung 
function is sufficient to account for symptoms. 


The long term management consists of: 
I. Cessation of Smoking 


This is the only certain means of influ- 
encing the progression of chronic obstructive 
airway disease at the early stage of disease 
process. As the patient usually presents him- 
self for the first time during an acute exacer- 
bation of his bronchitis, it is wise for the doctor 
to attempt straight-away to stop him smoking. 
This may be easier at the time when he is 
not feeling well, when the addiction is less 
delectable and when he is probably anxious 
about his health. It may be much more diffi- 
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cult when he has recovered from the exacer- 
bation. It has been convincingly shown that 
the changes due to smoking are reversible 
in the early stages. Six weeks following cessa- 
tion of smoking improvement in pulmonary 
functions has been shown in young men. The 
normal fall in FEV, with age is more rapid 
among smokers. After cessation of smoking, 
the fall in FEV, becomes equivalent to that 
of non smokers. But there is however no 
rise in FEV, after cessation of smoking. 


Il. Atmospheric Pollution 


In instances where occupation and en- 
vironmental exposures are thought to play 
a significant role, a change of occupation 
or relocation of dwelling is advisable. A 
simpler environmental change is that of 
eliminating aerosol sprays such as deodorants, 
hair sprays and insecticides from household. 


III. Vaccination 


Yearly vaccination against the common 
or expected influenza virus strain could be 
undertaken in known bronchitics. 


IV. Chemotherapy 


Infections cannot be totally avoided. The 
patient should be made aware that increasing 
purulence, viscosity or volume of the sputum 
signals the onset of an infection, which should 
be treated early. The commonest pathogenic 
bacteria found are Hemophilis influenza 
and Streptococcus pneumoniae. In long 
term chemotherapy the most practicable drug 
for this purpose is tetracycline. This has to 
be given in a daily dose of 1 gm. either as 


. 250 mg., 4 times a day or 500 mg., twice а 


day. The tetraeycline treated group of 
patients have shown a statistically significant 
advantage over placebo treated group. 
Tetracycline sometimes helps in decreasing 


the number of exacerbations but more often 


in curtailing them. Certain investigations 
have shown that oral penicillin too has a 
marginal advantage over placebo. Erythro- 
mycin may be equivalent to tetracycline. 


V.  Bronchodilators 


These drugs are often quite helpful in 
alleviating symptoms. They form three cate- 
gories: 
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(i) Methylxanthines 

(ii) Sympathomimetics with strong beta 
adrenergic stimulating property. 

(iii) Anti cholinergics. 


There is a new enthusiasm for combining 
oral theophylline with inhaled beta, agonists 
to achieve better bronchodilatation in patients 
with chronic obstructive pulmonary diseases. 
Ipratropium bromide and high dose topical 
steriods may be added. Theophylline has been 
used for many years, but how it achieves bron- 
chodilatation remains unclear. Earlier notion 
of phosphoidiesterase inhibition appears 
unlikely?'-92, at least at therapeutic plasma 
concentration of 10 - 20 g/dl and so do 
intracellular calcium translocation? or anta- 
gonism of either adenosine receptors? or 
prostaglandins?. In patients with asthma 
oral theophylline may potentiate the bron- 
chodilation from an inhaled beta; agoinst 
without increasing the tremor side effect®. 
A similar interaction has now been shown 
in patients with chronic bronchitis who show 
some bronchodilatation from salbutamol 
alone®’. In some such patients bronchodila- 
tation may be increased by adding ipratropium 
bromide to an inhaled beta, agonist®*. This 
leads to the proposal that combining a slow 
release oral throphylline with both an inhaled 
beta; agonist and ipratropium may achieve 
better ^ bronchodilation??""?, Inhalation 
through a reservoir device, e.g., Nebuhaler 
or Ventamatic, ensures most efficient delivery 
of the inhaled drugs to the lungs’’. Adding 
a high dose topical steroid by a reservoir 
inhaler may yield further bronchodilatation? 
and spare the need for oral steroids - as in 
patients with asthma”. In patients with 
severe air flow obstruction 15 - 7.5 mg./day 
of oral prednisolone appeared to prolong 
survival over 14-18 years of follow up. 


Much attention has recently. focussed 
on respiratory muscle function in patients 
with chronic air flow obstruction and it has · 
been proposed that theophylline may improve 
diaphragmatic contractility and delay the 
onset of diaphragmatic fatigue"^. Such 
effects are however less obvious in patients 
with chronic bronchitis and emphysema as 
shown by clinical trials. 
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Thus an oral theophylline combined with 
an inhaled beta, agonist can yield useful 
bronchodilatation in patients with chronic 
bronchitis and emphysema, but any improve- 
ment in respiratory muscle function’ in 
such patients is probably only a fringe benefit 
and like other such benefits even this may 
be taxed. Oral theophylline passes into lung 
lining fluids and can then halve the bacteri- 
cidal activity of alveolar macrophages”. 
As acute exacerbations of respiratory failure 
most often arise from infection in these 
patients”, using theophylline to improve 
respiratory muscle function in such exacer- 
bations may be unwise. 


VI. Corticosteroid Drugs 


On the whole steroids tend to be unhelpful 
but may have a dramatic effect in occasional 
cases. Some suggest that if there is a response 
to corticosteroids the case should be regarded 
as one of asthma. Presence of eosinophils 
in the sputum is a useful indication of a 
probable effect. It is worth while giving 
prednisolone 30-40 mg. daily for a week with 
daily measurement of FEV,in order to 
determine whether steroids are effective. In 
only a few will they be found to be of value. 
In some patients steroids may make all the 
difference between success and failure. 


VII. Physiotherapy 


The value of breathing exercise is contro- 
versial. It is difficult to demonstrate an 
objective benefit. Resorting to his exercise 
in moment of crisis or panic may help to calm 
the patient and give himself confidence. 
Some patients learn to breathe more effectively. 
Postural drainage may be useful in the 
morning to clear the bronchi. There is 
evidence that exercise training especially 


with assistance of О, can increase exercise 


tolerance at least in some patients. 
VIII. Expectorants and Mucolytics 


Any simple expectorant or any hot drink 
first thing in the morning may help the patient 
to clear the bronchi, though the inhalation 
of bronchodilator is more helpful. 
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IX. Antidepressants: 


In a patient with severe chronic dyspnoea 
who is a respiratory cripple, antidepressant 
drugs such as imipramine may help to alleviate 
the distress. 7 


X. Social Aspects 


Chronic obstructive airway disease 
severely interferes with employment and 
social life. Medical social workers should 
be used to the full, and every attempt should 
be made to help the patient at work. 
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Girning as a cause of respiratory obstruction 


Girning is o distortion of the face for the purpose of entertainment or competition 
to produce the ugliest face. 


A patient, aged 64, presented himself for anaesthesia for repair of a recurrent left 
inguinal hernia. During recovery and after removal of the tracheal tube, however, we 
observed that total repiratory obstruction was produced by passive protrusion of the 
mandible by the manoeuvre that is commonly perfomed to preserve the phoryngecl 
airway in a comatose patient. In this case it resulted in the upper lip totally occluding 
the external nares. With the mouth closed respiration was impossible. The obstruction 
occured only when the patient's dentures were removed. 


The genioglossus muscle contracts rhythmically during the respiratory phase of res- 
piration in subjects who are awake and during normal sleep. This probably holds the 
posterior third of the tongue away from the posterior pharyngeal wall and so preserves 
o clear pharyngeal airway. 


The onset of anaesthesia abolishes the phasic contractions of genioglossus. This 
provides an explanation for the pharyngeal airway obstruction that almost invariably 
accompanies the onset of anaesthesia, though not normal sleep. 


The two manoeuvres that are used to preserve the pharyngeal airway are extension 
of the neck at the altanto-occipital joint and protrusion of the jaw, both of which increase 
the distance between the genial tubercle and the third cervical vertebra and so tend 
to lift the tongue away from the posterior pharyngeal wall, It was this second manoeuvre 
that ironically resulted in total respiratory obstruction in our patient. 


(B.M.J. Vol. 295 19-26 Dec. 1987) 
* * * * * * 


Dr. Nerys R Williams writes: A 23 year old woman with no history of exposure to the 
drug was treated with erythromycin 950. mg. four times a day for oropharyngeal sepsis. 
Forty eight hours after starting treatment she experienced violent disturbing dreams 
but continued the antibiotics. Similar nightmares occured the next night and she presented ` 
to her general practitioner, who advised discontinuation of the drug. Further nightmares 
occured the night after cessation of treatment, but subsequent nights were trouble free. 
There were no other drugs taken and no adverse social events or history of such severe 
dreams. Erythromycin has been reported to cause ototoxicity and psychotic reactions. The 
Committee on Safety of Medicines has 21 reports of psychiatric disturbance of which six 
were of hallucinations (personal communication). The committee also reports one case of 
nightmares associated with the ethyl succinate ester of Erythromycin ret communi- 

22 cation). 


(В.М... Vol. 296 16 January 1988) 
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Lung function tests in clinical practice 


Hariharasubramanian N. 


Introduction 


This paper reviews the lung function tests useful in clinical practice. 
The primary function of the lungs is ventilation. This, because of a 
reasonable reserve capacity of lungs is not compromised greatly in 
localised lung diseases. On other hand, when the exapansion is limited 
by marked loss of lung parenchymal integrity or by airway obstruction, 
then there is defective ventilation, both in terms of air entry (inspira- 
tion) and air expulsion (expiration) and in terms of air remaining in the 
lungs. The lung function tests are employed to assess the ventilatory 
efficiency in these parameters. These tests are not diagnostic of the 
diverse disease entities per se, but evaluate the overall fucntional deficit, 
which is the common denominator. Unlike cardiac efficiency tests which 
have aquired greater importance in a cardiac work-up, lung function 
tests have, until recently, remained elective second-line procedures. 
Recently however, with the availability of simple portable equipments 
like the spirometer and flow meters, the tests have become more practi- 
cable and are being increasingly employed in the office and at bedside 
for objective evaluation of early inpairment of function and of outcome 
of treatment. Lung function testing is also done in epidemiological 
studies in high-risk occupations for lung disease such as miners, workers 


Pathophysiology of ventilation 


Before discussing the tests, a brief account 
of the pathophysiology of ventilation is im 
order. 


The ventilatory function of lungs involves 
work by the respiratory muscles and influenced 
by both the static and dynamic properties of 
the lungs. Static properties are the elastic 
distensibility and recoil of the lung parenchyma 
and chest wall. In the lungs, with the exception 
of pulmonary blood, the other tissues are 
Stretched during inflation; this is opposed 
by the elastic recoil of the tissues. The lungs 
become less and less distensible as they are 
stretched and more, because the recoil in- 
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in industry (Silica, asbestos) and in chronic smokers. 


creases. The recoil creates a drop in the 
intrepleural pressure, that acts as a distending 
pressure facilitating air entry. (The intra- 
pleural pressure during inflation is thus refle- 
ctive of the elastic recoil force). During ex- 
piration, as the chest wall muscles relax, the 
elastic elements in the chest wall are stretched 
and these recoil outward. When the outward 
recoil of the chest wall tissue is equal to the 
inward recoil of the lung tissue, the active 
air flow stops and the air that remains in the 
lung is the Functional Residual Capacity 
(F.R.C. = about 2.5 litres). With greater 
muscular effort, the air exhalation can be 
increased until it reaches a point, when any 
further effort is unable to expel the air. The 
air thus trapped is the Residual Volume (R.V. 
= about | litre). (Fig. 1). Depending on the 
muscular effort involved, the F.R.C. can be 
brought down to the level of R.V. However, 
if the lungs become less distensible, e.g. due to 
fibrosis, their recoil pressure is also reduced. 
Hence, during exhalation the R.V. is higher 
and approaches the level of F.R.C. when the 
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lung tissue loses its recoil, due to loss of tissue, 
the result is similar, i.e. an increased R.V., 
as in emphysema. 


The dynamic factors influencing ventilation 
are the airway resistance and density of air 
flow. When airway resistance is increased due 
to bronchospasm, secretions or other causes, 
the expiratory airflow is limited to a greater 
extent than the inspiratory airflow, since dur- 
ing inspiration the elastic stretch of the air 
passages is a favourable factor. When airway 
resistance is high, the amount of air remaining 
in the lungs, i.e., F. R.C. is increased and this 
consequently limits subsequent expansion. 
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Thus, on a rough approximation, the total 
amount of air inhaled at full inspiration (known 
as the total lung capacity (TLC) level) indicates 
the elastic distensibility versus the recoil of 
the lung parenchyma; while the amount of air 
exhaled from the level of full inspiration by 
maximal expiratory effort (this by definition, 
is the Vital Capacity (V.C)) indicates the 
elastic recoil of the chest wall and the airway 
resistance. A reduction in the measured V.C. 
is due either to the changes in static properties 
or in dynamic properties or both. 


The amount of air remaining in the lungs 
(F.R.C. and R.V.) are also indicative of both 
static and dynamic factors, as aforementioned. 


Lung Function Tests 


1. Vital Capacity and Forced Expiratory 
volume Measurements: 
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A useful first step in clinical lung function 
tests therefore is to determine vital capacity. 
This is done using a spirometer; portable dry 
models suitable for bedside use are now 
available. 


In determining and interpreting VC, it 
should be borne in mind that, apart from the 
intrinsic properties of the lungs, VC is also 
influenced by other factors like age, sex, 
posture, height, body surface area, muscula- 
rity, thoracic dimensions and will-power of the 


patient being tested. A range of 4-5 litres is 


considered as normal for a healthy adult male 
in the erect posture. 


If V.C. is reduced, the next step is to 
delineate if such reduction is accompanied by 
airway obstruction or not. For this purpose, 
using the same spirometry with a timing device, 
the Forced Expiratory Vital Capacity (F.E.V) 
is recorded. When the airways are normal and 
the muscular effort adequate, a healthy person 
is able to expel 75-80% -of the VC in 1 second. 
This fraction of the VC is known as the F.E. V4. 
On the other hand, when there is airway 
obstruction or increased airway resistance, the 
F.E.V, is, less than 60% of the VC and the 
F.E.V,/VC ratio is decreased (Fig. П) 


_'› lot 
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On the basis of VC and F.E.V,, the venti- 
latory impairment in lung disease can be identi- 
fied as restrictive and as obstructive. In re- 
strictive lung diseases (examples of which are 
lung fibrosis, collapse, pleural effusion, pulmo- 
nary congestion, chest wall weakness, kyphos- 
coliosis), VC is reduced significantly but the 
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F.E.V,/VC ratio is normal. In obstructive 
lung diseases (examples are diseases grouped 


as Chronic Obstructive Lung Disease ( COLD). 


viz., bronchial asthma, chronic bronchitis etc. Ы 
VC is reduced but more siginificantly, the 
F.E.V,/VC ratio is reduced and the ratio 
improves when the airways are cleared, e.g.. 
by bronchodilator and mucolytic drugs A 


value of [F.V.C - FEV,/F.V.C.] x 100 is 


known as the Air-trapping index. If the index 
is more than 5, it indicates obstruction. 


2. Measurement of Flow Rates: 


Once airway obstruction is established on 
the basis of FEV'/VC ratio, more sensitive 
tests detect whether the obstruction mainly 
involves the peripheral small airways (terminal 
bronchioles) or the medium and large airways. 
This involves calculation of Flow Rates called 
Forced Expiratory Flow (F.E.F), i.e., the rate 
of exhalation of air during the forced expira- 
tion of vital capacity. 


Unlike the larger airways which have a 
less variable resistance due to their wall chara- 
cteristics themselves, the patency of small 
airways is maintained by the elastic recoil of 
the lung parenchyma itself. The recoil pressure 
is greatest at the level of full inspiration (TLC) 
and decreases progressively as lung volume 
diminishes during expiration. As lower lung 
volumes are reached, due to the low elastic 
recoil pressure, the small airways tend to 
close and offer greater resistance to air flow. 
Hence the flow rate steadily decreases through 
expiration. This is indicated by the flow-volume 
curves, which are calibrated from the expira- 
tory spirogram. Mid Expiratory Flow (MEF) 
or the forced mid expiratory flow between 
25% and 75% of the forced vital capacity 
(F.E.F.55 — 75 9,) isa useful index, particularly 
when serially measured in the same individual. 
It is more sensitive than F.E.V, in detecting 
early airway obstruction. In high risk occu- 
pational groups and in smokers, the reduction 
in F.E.F?5 . 75% is seen earlier than: full 
development of obstructive lung disease. 


A great deal of interest in these flow rates 
as tests to identify obstructive lung disease 
in its early stages when it may be potentially 
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reversible, has resulted from the awareness 
that, clinically significant obstruction (which 
requires no sophisticated tests for diagnosis 
or evaluation) is usually associated with irre- 
versible airflow limitation. At the same time 
the earliest lesions are in the small airways and 
need to be quite extensive before they cause 
significant changes in the results of routine 
function-tests. Thus far, estimation of flow 
rates comes as near as a sensitive test, being 
also a practicable office procedure. Other 
tests like single breath nitrogen test, compliance 
measurements etc., requires specific manoue- 
vers like swallowing an oesophageal balloon 
manometer (used to determine intrapleural 
pressure indirectly which the intraoesophageal 
pressure reflects) and/or use of instruments 
like plethysmograph. Because of these limi-| 


tations these tests are not discussed. 
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A normal flow-volume curve and the 
abnormal patterns in obstruction of upper and 
lower airways is prersented in Fig.3. Upper 
airway obstructiong lesions, when mobile 
e.g due to goitre, affect maximum inspiratory 
flow than expiratory flow. This is because, 
there is a fall in upper airway obstruction 
during inspiration, distal to the site of obstru- 
ction. This encourages further obstruction. 
There is a blunting of Peak Expiratory Flow 
(P.E. F, i.e, the flow rate in the first 1/10th 
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of, a second, measured using Wright’s Flow 
meter, calibrated in litres/minute, the normal 
range being 200-250 litres/minute). 


A non-mobile upper airway obstruction 
e.g. in tracheal stenosis, impairs flow in both 
phases of respiration and P.E.F. is most affected. 


In lower airway obstruction, the F.E.F.55 75», 
is markedly reduced. In asthma, the expiratory 
flow is reduced at all volumes. When the 
FEV, is reduced proportionately more than 
the ЕЕЕ, 75»,the possibility of upper rather 
than lower airway obstruction should be con- 
sidered. 


Challenge - tests of Ventilation: 


Ventilation is increased in response to 
hypercapnia (raised PCO;) and hypoxia 
(decreased РО,) of blood. The magnitude of 
response, however, is affected by a number 
of variables like metabolic acidosis, hyper 
thyroidism, fever and drugs like xanthines, 
doxapram and progesterone (all increase the 
drive) and factors like metabolic alkalosis, 
hypothyroidism, starvation and drugs like 
barbiturates and volatile anaesthetics (all 
diminish the drive). Because of these varia- 
bles, the patient's clinical picture and dyspnoea 
may be out of phase with the biochemical 
status of PCO, and РО, іп the blood. 
Such patients include obese patients, patients 
with kyphoscoliosis, rib fractures, COLD, 
encepalitis, Guillain-Barre syndrome, and 
chronic smoking. In these patients, “chellenge- 
tests of ventilation” should be done to assess 
the responsiveness of respiratory centres to 
hypercapnia or hypoxia. These tests are: 


1. A rebreathing CO, response test: The 
patient breathes from a small bag containing 
a small amount of CO», at a PCO, similar 
to the mixed venous PCO, (viz., 46 mm Hg). 
The PCO, of the patient and of the gas in 
the bag rise progressively as the patient 
"rebreathes". PCO, rises linearly with time, 
as does ventilation and so against expiratory 
PCO,. In normal subjects, ventilatory res- 
ponse to CO; is quite broad, 1-6 litres/sec/ 
mm.Hg PCO . 


2. Hypoxic response test: The patient 
breathes from a bag. As oxygen is consumed, 


the PO, in the bag and the arterial oxygen 
saturation (SaO, : measured with an ear 
oximeter) both fall. A system is used which 
removes CO, and prevents PCO, from rising. 
The ventilation is plotted against SaO}; there 
is little change in ventilation until PO, арргоа- 
ches 50-60 mm Hg and then the response 
becomes quite steep and linear. The range of 
hypoxic response is also quite wide in normal 
subjects. 


3. Mouth Occlusion Pressure (P.1): The 
P.l is the pressure generated at the mouth 
during the first 100 milliseconds of an inspi- 
ratory effort against an occluded airway. P.1 
measured during quite breathing is a good 
index of the force generated by the neural 
activation of inspiratory muscles. Patients with 
increased airway resistance or reduced compli- 
ance have a higher P.1 at rest. Normal range 
of P.1 is 1.17 + 0.3 cm. H50. In COPD, it is 
2 — 4 times the normal value. In lung fibrosis 
it is about twice normal . P.1 increases in res- 
ponse to hypoxia and hypercapnia. A low P.1 
response to hypoxia or hypercapnia is the best 
index of reduced chemical drive to breathing 
in patients with lung disease and may allow a 
distinction between patients who will not and 
those who cannot breathe. 


Patients with blunted or zero chemical 
responses on these tests may drift into respi- 
ratory failure without significant dyspnoea. 
Prior to respiratory failure, the patient may 
have a headache (caused by hypercapnia), 
altered mental activity (due to hypoxia) or 
peripheral edema (caused by cor pulmonale). 
Patients with blunted responses can develop 
severe gas abnormalities without dyspnoea. 
A further risk related to blunted chemical 
responses is sleep hypoxemia - COLD patients 
who "desaturate" substantially during sleep 
have a blunted hypercapnic response. A patient 
with blunted hypoxic response maybe at risk 
in a hypoxic environment such as in a commer- 
cial aircraft; in this setting, the reduced in- 
spired PO, lowers the alveolar and arterial 


. PO, but because the hypoxic response is 


blunted, the patient may not increase venti- - 
lation to compensate for the hypoxia. 
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Summary: 

The measurement of the VC and the 
F.E.V, are appropriate initial evaluations 
for a patient with suspected lung disease and 
can be performed either in the office or at the 
bedside. If both are within normal limits, major 
abnormalities of mechanical function are ex- 
cluded. A few points are worth noting: 


-If bronchial asthma is suspected, even 
when both the VC and FEV, are normal, it is 
worth a trial with a bronchodilator - a signifi- 
cant improvement in patient’s condition would 
support the clinical suspicion. 


- A normal FEV,/VC ratio with a reduced 
VC does not necessarily mean restrictive disease 
since this may also occur in asthmatic patients. 
Serial measurements are helpful in following 
up the clinical course and response to treatment. 


- A reduction in the TLC (full inspiratory 
level of vital capacity) confirms the presence 
of a restrictive lung disease. 


* * Ж 


- Static lung volumes, viz., FRC and RV аге 
measured when the VC is reduced. 


- The static lung volumes in asthma and 
COLD show air trapping (elevated RV) and a 
normal or increased TLC (i.e. hyperinflation). 


- A marked degree of hyperinflation indi- 
cates probable emphysema. 


- If a patient is suspected of airway obstru- 
ction, flow volume curves of inspiration and 
expiration are useful. 


More direct measurements of distensibility 
and resistance of lung are seldom needed for 
evaluation, except in certain occupational lung 
diseases, in which the damage is insidious and 
the clinical picture, radiological features and 
routine function tests are conflicting. 


* * * 


The high mortality caused by measles virus in developing countries is usually attri- 
buted to malnutrition and young age at infection. The decline in mortality from measles, 
such as occurred in the industrialised world during the beginning of this century, has there- 
fore been explained as a result of improved nutrition and increased age at infection. 
Recent community studies, however, have found no relation between premorbid state of 
nutrition and the subsequent risk of dying of measles. Instead, high mortality in severe 
epidermics of measles was associated with clustering of cases and the intensity of ex- 
posure in secondary cases in the household. This suggests that reduced clustering and 
diminished exposure may result in a decline in mortality from measles. 


* * * 


(B.M.J. Vol. 296 30 April 1988) 


* * * 


AIDS BLAMED FOR TB RISE 


Federal officials in US are blaming AIDS for contributing to a huge increase in tuber- 
culosis cases in New York City increased by 36%, to 22,293 between 1984 and 1986. 
а period during which reported new cases nationwide increased 2%, the Centers for 
Disease Control (CDC) reports. New York leads the nation’s cities in AIDS, and the CDC 
cautioned that increases in TB....... may occur in other areas as the prevalance of HTV 


increases in those areas. 


Health Professions Report, 28 December 1987. 


Military Medicine Feb. 1988. 
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Smoking and the lung 


Sivaraman V. 


Cigarette smoking is probably the most 
addictive and dependence producing form of 
object specific self gratification known to 
man (Russel 1974). There is an increasing 
awareness of the need to curb this addiction. 
WHO observed 7th April “88 as a non smoking 
day. Adverse effects of smoking have been 
known for a long time. 


The summary of health problems from 
smoking are shown in Table I. The health 
problems are classified according to age in this 
table. 


The aim of the present paper is to review 
some of the important recent studies carried 
out in this field. The following will be consi- 
dered. 


1. How cigarettes work. 

2. Effect of smoking on the lung. 
a) Chronic obstructive pulmonary 

disease. 

b) Lung cancer 

3. Passive smoking. 

4. Smoking in developing countries with 
special reference to India. 

5. Smoking prevention. 


How Cigarettes Work: 


The burning cigarette is a chemical factory 
that generates thousands of different com- 
pounds. The precise chemical composition of 
smoke depends on the type of cigarette and 
the way in which it is smoked. Major toxic 
constituents of cigarettes smoke include but 
are not limited to carbon monoxide, nicotine 
and particulates that contain most of the carci- 
nogenic polynuclear aromatic hydrocarbons 
and tobacco specific nitrosamines which are 


Dr. Sivaraman V., M.B.B.S., D.CD. 
Medical Superintendent, 

TB Sanatoriam, 

Gorimedu. 

Pondicherry 605 006. 
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potent carcinogens and mutagens in animals. 
Presumably the increased incidence of lung 
and other cancers in humans are related to 
one or more of these substances (U.S. Surgeon 
Generals report (1981). 


Smoke condensate is a complete carcino- 
gen and appears to be carcinogenic in a wide 
variety of animal species and tissues. Over 
1200 substances have been counted in cigarette 
smoke, which contains both initiators (Poly- 
nuclear aromatic hydrocarbons such as benzo- 
(a) pyrene,, formed by protosynthesis) and 
promoters (phenol and derivatives). Numerous 
radioactive elements may also be found 
(polinium 210, carbon 14, potassium 40, 


radium) as well as many contaminants like 


arsenic, nickel, molds and additives of these 
substances. One can readily estimate the 
complexity of the carcinogenic mechanism. 
The direct toxic effect consists of changes in 
bronchial elimination process; the mucoci- 
liary apparatus is damaged and the macropha- 
ges are affected, thus making the bronchial 
tree more vulnerable to other aggression. 
Polycyclic aromatic. hydrocarbons combine 
with cellular DNA during the S phase of the 
cycle; other aromatic hydrocarbons may be 
metablised in lung tissue by microsomal 
enzymes. 


There is recent evidence that cigarette 
smoke contains radioactive polonium 210 
derived from phosphate fertiliser and this could 
account for some of the carcinogenic risk to 
both smokers and non smokers. (Winters & Di 
Fronza 1982) Symptomless cigarette smokers 
have significantly greater pulmonary epithelial 
permeability than non smokers and this perme- 
ability is correlated with their carboxy heamo- 
globin concentration (Mintry et al 1981). The 
increase in epithelial permeability may also 
contribute to the genesis of lung cancer for not 
only will the chemical carcinogens have easier 
ingress, but also the possible physical carcino- 
gen in tobacco smoke, polonium 210 will 
peneterate more easily. 
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Table I 


Summary of respiratory health problems from smoking 





Infants and Children : Increased respiratory infections and pneumonia in smoking 
| households. 
Young Adults :. Increased lower respiratory infections, impairment of lung function. 


predisposes to tuberculosis. 


Middle and old age : Lung cancer.. 
Chronic bronchitis and emphysema Increased lower respiratory 
infections. Predisposes to tuberculosis. 


* * * * * * 


Table II . 


Lung Cancer. mortality rates - Prospective studies. 





Population Size Numberof |^ Nonsmokers Cigarette 


deaths smokers 

British Physicians 34000 m 44] 1.00 14.00 

6194 f 27 1.00 5.00 

Swedish study 27000 m 55 1.00 7.00 

28000 f 8 1.00 4.50 

Japanese study 122000 m 940 1.00 3.76 

143000 f 304 1.00 2.03 

ACS 25 state study 358000 m 2018 1.00 8.53 

483000 f 439 1.00 3.58 

US veterans 290000 m 3126 1.00 11.28 

Canadian veterans 78000 m 331 1.00 14.20 

Acs 9 state study 188000 m 448 1.00 | 10.73 
California Males in 9 

occupations. 22268000 т 368 1.00 7.61 


THE ANTISEPTIC CHEST. DIS. SPL. S 30 


The pathophysiologic mechanisms under- 
lying the health effects of cigarette smoking are 
complex because of the myriad smoke compo- 
nents and their many direct and indirect inter- 
actions with environmental and genetic factors. 


2. Effects of smoking on the lung: 


| a) Chronicobstructive pulmonary disease: 


Smoking produces structural and functional 
changes in both the conducting airways and the 
pulmonary parenchyma. The structural chang- 
es in the large airways consist of hypertrophy 
and hyperplasia of the mucous glands. These 
changes are responsible for the increase in 
mucus production that leads to the increased 
cough and sputum production. Structural 
changes in smaller airways range from relati- 
vely mild inflammation to narrowing and closure 
of airways due to inflammation and goblet 
cell hyperplasia. Intraluminal mucus changes 
in the parenchyma include increased numbers 
of inflammatory cells and ultimately destru- 
ction of the alveolar walls most commonly in 
the central part of the labule and therefore 
termed centrilobular emphysema. Airway 
disease attributable to cigarette smoking with- 
out coexisting emphysema is not usually asso- 
ciated with severe impairment of pulmonary 
function. Although an explanation for the 
failure of all smokers to develop emphysema 
remains to be established new hypotheses on 
the pathogenesis of emphysema provide some 
insight. 

Janoff (1985) reviewed the many studies 
that have been carried out in the past 10 years 
dealing with the possible role of elastase in 
the pathogenesis of pulmonary emphysema 
and the attempts made to link cigarette smok- 
ing to the development of emphysema at the 
chemical and cellular levels. 


In the lung there is a balance between 
factors causing proteolysis and factors prote- 
cting the lung from proteolysis. The emphysema 
inhibitor hypothesis proposes that pulmonary 
emphysema is caused by the unrestrained 
action of proteolytic enzymes called elastases 


on lung elastin, one of the major structural. 


proteins in the lungs. 


Neutrophil elastase is thought to be re- 
sponsible for proteolysis, whereas alpha -1- 
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antiprotease is considered to be the major 
protective factor. Cigerette smoke can both 
increase the influx of neutrophil elastase, and 
inactivate alpha -1- antiprotease. Thus smok- 
ing cigarettes increase the potential for pro- 
toelysis. Besides, smoking is also thought to 
inhibit lung elastin synthesis by interfering 
with the emzyme lysyl oxidase. These are 
shown diagrammatically in fig. 1 


INHIBITS 





However the biologic interactions between 
cigerette smoke and the lung are undoubt- 
edly much more complex and further research 
is needed in this area. 


The structural changes associated with 
cigeratte smoking are accompanied by functio- 
nal impairment. Mild functional impairment 
which is almost certainly caused by disease 
at the level of the small peripheral airways 
can be detected with very sensitive tests in 
many cigarettes smokers after 10 to 15 years 


. of smoking. However small airway disease is 


not necessarily a forerunner of the severe 
functional impairment seen with emphysema. 
The -1- second forced expiratory volume, the 
FEV,, is the most predictive and reproduci- 
ble pulmonary function test for both epide- 
miologic and clinical studies. In non smokers 
the FEV, declines with age, during adult life 
at the rate of about 20 to 30 ml per year. In 
most smokers, who develop clinically signifi- 
cant impairment, the rate of decline is about 
80 to 100 ml. per year. The two pulmonary 
function characteristics, which are helpful in 
identifying the smokers likely to develop seve- 
re pulmonary impairment, are a relatively low 
-FEV,, by middle age and a faster than expect- 
ed fall in FEV from year to year. Patients with 
emphysema associated with smoking cigarettes 
have a low diffusing capacity but this is not 
specific for emphysema. 
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Lung cancer: 


Of the many adverse consequences of 
cigeratte smoking, lung cancer was the first to 
be causally linked to tobacco smoke exposure. 
The 1964 U.S. Surgeon General’s report con- 
cluded that cigarette smoking was causally 
related to lung cancer in men and was probably 
of similar importance in women. Since that 
review abundant additional data have con- 
firmed that cigarette smoking is the major cause 
of lung cancer in the United States in both men 
and women. 


Eight prospective studies (quoted by Davi- 
ta) measured lung cancer deaths among smokers 
-and non smokers followed for many years. 
(Table II) They all strongly implicate smok- 
ing as the chief cause of lung cancer. In addi- 
tion, all four major histologic types of lung 
cancer are related to cigarette smoking in both 
men and women. 


There are a number of studies in India also 
establishing the association between cigarette 
smoking and lung cancer. In (Nafae et al) a 
series of 25 male lung cancer patients, the per- 
centage of smokers was 88 percent. Nagrath et 
al (1970) reported a study in which 100 percent 
of squamous carcinoma cases, 71.4% of the 
undifferentiated carcinoma cases and 33% of 
adenocarcinoma cases gave a positive history 
of heavy smoking. 17 out of 23 smokers were 
beedi smokers. 


3. Passive smoking: 


The effects of active smoking and toxicio- 
logy of cigarette smoke have been сотргепеп- 
sively examined. When considered in the con- 
text of that extensive information, the evidence 
on involuntary smoking supports conclusions 
concerning certain health effects. In children, 
involuntary smoking increases the occurrence 
of lower respirotory illness during infancy 
increases the frequency of chronic respiratory 
symptoms and reduce the level of lung function. 
In adults involuntary smoking as a cause of 


lung cancer has not been unequivocally estab- 


lished. 


Smoking in mothers may damage the un- 
born child, giving rise to higher rates of peri- 
natal mortality, low birth weight and delay in 
physical and mental development. Smoking 


enhances the risk of circulatory complications 
in women on oral contraceptives. · 


4. Smoking in Developing Countries with 
Spccial Reference to India 


In most developing countries at least 50% 
of men use some form of tobacoo. In women it 
is often nearer 5% but, the rates in educated 
women may be higher and in some countries 
the rate is nearer that of men. There may also 
be regional differences within countries. In 
many developing countries the rates in women 
are rising. 


The manufactured cigarettes sold in deve- 
loping countries may have much higher tar 
content than those sold in most developed 
countries. 


The nicotine content of all cigarette brands 
available in India is not known but the popular 
cigarettes contain upto 3% of nicotine. In India 
other forms of smoking like beedi and hookha 
are also known. Malik et al (1974) found a 
lower prevalence of chronic bronchitis and 
abnormal ventilatory measurements in beedi 
smokers as compared with cigarette smokers 
and thought this to be primarily due to low 
total consumption of tobacco. Regarding 
hookha smoking Wig (1973) quoted a limited 
survey in which hookha smokers seemed to 
suffer from chronic bronchitis frequently. But 
no systematic investigation on this question 
was undertaken. In Thiruvengadam’s analysis 
(1974) of 30 subjects. with chronic bronchitis 
studied in detail 23 smoked beedies, 6 smoked 
cigarettes and | cigar. Although there is a 
shortage of statistical evidence in developing 
countries the available data are consistent with 
evidence from developed countries. This has 
shown outstanding causal connection of smok- 
ing with lung cancer, chronic bronchitis and : 
ischemic heart disease-all major causes of 
mortality. In addition, smoking is an important 
cause of cancers of the mouth, upper гевріга-. 
tory tract and bladder. 





5. Smoking Prevention: 


A WHO expert committee report in 1983 
emphasised that the smoking epidemic is 
spreading rapidly in developing countries add- 
ing to their already vast problems of ill health 
from malnutrition and communicable disease. 
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Smoking withdrawal clinics offer treatment 
to self selected clients and' emphasize group 
therapy and educational approaches. Raw 
(1978) reviewed the results of several studies 
in such clinics and found similar long term 
success rates of between 15-20%. Success 
rates of up to 80% can be achieved in the first 
months, but most will relapse in the next 3 to 
4 months. Hypnosis, electrical aversion therapy 
and nicotine chewing gum have all been tried. 


In a multi-centre trial of 1618 patients 
attending hospital because of smoking related 
disease, the British Thoracic Association 
(1982) reported a success rate at 6 months of 
only 9% with nicotine chewing gum and also 
9% with placebo gum, 7% with verbal advice 
. and 6% with referred to hospital, nicotine 
chewing gum did not seem to be as effective 
as it was in smoking withdrawal clinics. Success 
in stopping cigarette smoking was greater in 
men, in older patients, in patients with heart 
disease and in those who were confident that 
they could give up! 


Conclusion 


The dangers of smoking have been establi- 
shed beyond reasonable doubt. General pra- 
ctitioners (family doctors) and hospital doctors 
should set an example by stopping smoking, 
themselves. People must be motivated to quit 
smoking. Improved methods, both for a mass 
approach and for use on an individual scale 
need to be developed. Further exploration of 
the means by which cigarettes harm humans 
must continue not so much with the hope of 
developing ‘a safer’ cigarette but in the expe- 
ctation that more precise knowledge will con- 
vince remaining doubters, and provide better 
understanding of the pathogenesis of lung and 
heart disease, thereby leading .to better 
management. 
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Lung Cancer: A growing problem in India 


Shah S.V., Kamat S.R. 


Introduction: 


It is well known that despite a significant decline of tobacco smoking 
habit in developed countries over last 20 years, there is an increase 
in use of tobacco in India. Due to impact of modernisation among young 
students, workers, and even women, under ideas of liberation, economic 
independence and keeping it up, there is.no let up in this habit. Beedi 
smoking under the concessions given to rural and small propaganda 
which governmental agencies have started mounting over last 2 years. In 
U.S.A. it is the single largest cause of cancer in males (34%) and in 
women though it is seen in 14% of cancers, it is the second commenest 
cause after breast cancer. The antismoking compaigns in India are still 
largely ineffective as smokers are giving it up too late, after suffering 
from its overt effects and non-smoking laws remain mostly unenforced. 


Causation: 

Lung cancer has existed as a cause of death 
in middle aged Indians, Chinese etc. identified 
as chest wall tumour for centuries. Even 50-60 
years ago, it was being misdiagnosed as media- 
stinal or oesophageal tumour as most lung 
tumours then were considered to be of secondary 
origin. The spread of tobacco habit all over 
the world over the last 4 centuries has aggra- 
vated its incidence. Even today despite contri- 
bution of air pollution due to multifarious 
industries, automobile exhausts in congested 
towns and domestic fuel smoke in slums and 
rural kitchens, tobacco smoking is the prime 
cause of lung cancer’. Those who actively 
inhale cigarette smoke while smoking? or 
those who are exposed passively have a higher 
risk?. Despite the smaller content of tobacco, 
beedi is considered equivalent to cigarette 
while pipe and cigar may be less harmful. 
(The risk for smokers is 10 times higher^?.) 
It decreases quickly after the subject stops 
smoking, though ex-smokers Both іп 





Dr. Shah S.V., м.р. (Т.В. & Chest) 

Dr. Kamat S.R., F.R.C.P.(U.K.) 
Department of Respiratory Medicine & 
Seth G.S. Medical College, 

Bombay - 400 012. 





Specially contributed to "The Antiseptic” 


2 


OULCST NIC CPI 


Britain and U.S.A there is clearly higher 
mortality in urban residents accounting for the 
effect of urban air pollution (1). Certain occu- 
pations like uranium mining in U.S.A., pitch- 
blend miners in Czeckoslovakia, radium dial 
watch makers or Japanese survivors of atomic 
blasts have a greater prevalence," as also 
asbestos exposure®. Other occupational ex- 
posures suspected of contributing to increased 
lung cancer are nickel, chromate, arsenic and 
haematite. 


Pathology: 


Precancerous change: Squamous cell 
metaplasia and basal ceil hyperplasia are seen 
commonly in smokers?. Carcinoma in situ 
is defined when it is present without actual 
invasion of adjacent tissues'?. The histologic 
classification commonly used (WHO!!) is: 


1)  Squamous cell/Epidermoid carcinoma 
with spindle cell variant. $i 

2) Small cell cancer: oat cell, intermediate 
and mixed variants. 

3) Adenocarcinoma: a) acinar b) papillary 
c) bronchoalveolar d) mucinous solid 
tumour. 

4) Large cell cancer a) giant cell b) clear cell 

5) Adenosquamous | 

6) Carcinoid tumour. 

7) Bronchial gland cancer 

8) Pleural tumours viz.: mesothelioma 
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These various cell types haye different natu- 
ral histological patterns and response to treat- 
ments. Thus a correct histological diagnosis 
is an essential step prior to optimal treatment. 


Foreign statistics indicate that common 
prevalence as types are: squamous-45-50% 
adenocarcinoma - 22-25%; small cell - 18 to 
20% and large cells - 5-15%. Indian statistics 
suggest a predominence of adenocarcinoma". 
Squamous cell variety arises from a change in 
bronchial mucosa. These grow relatively 
slowly and occur mainly in smokers. They arise 
more centrally and grow as endo-bronchial 
mass which later may cavitate due to necrosis. 


Adenocarcinoma arises from bronchial 
mucosal glands which may be seen periphe- 
rally as solitary pulmonary nodule. Though 
smoking and noxious pollutants contribute, 
this may arise in previously existing scars. This 
variety is more common in females. They 
remain mainly silent and, due to few symptoms, 
may present as metastases. 


Small cell carcinoma may arise from 
APUD cells (amine precursor uptake decarbo- 
xylation) which are probably embryonic neu- 
rogenic cells. This variety is highly anaplastic 
and rapidly disseminates elsewhere. At the 
time of presentation, it may be unresectable 
but is characterised by a promising response to 
multidrug chemotherapy. It may also be asso- 
ciated with non matastatic systemic manifes- 
tations’. | 


Large cell variety presents usually as peri- 
pheral large masses which may cavitate. 


Clinical Presentation: 


Except in routine screening studies, 5 to 
15% of patients submitted to chest radio- 
graphy may be asymptomatic. The common 
symptoms are cough, chest pain and dyspnoea 4. 
Some have included unexplained persistent 
pain as the main suspicious symptom. Persi- 
stent consolidation, localised wheeze, upper 
airway stridor, are usually less common, while 
large bleeding in absence of toxic symptoms is 
another common indicator. Chest pain may or 
тау not indicate chest wail or pleural involve- 

ment. The latter may be corroborated by pre- 
sence of pleural effusion, empyema or hydro- 


pnuemothorax. These may be preceded by 
cavity/abscess formation without acute in- 
fective toxemia. In about half the cases effu- 
sion may be haemorrhagic. 


In all categories, spread occurs by conti- 
guity, lymphatic or regional spread to nodes 
and heamatogenous spread to distant organs. 
All these can lead to local disturbances in 
function like stridor, asphyxia, dysphagia, 
bronchial obstruction leading to lobar collapse 
etc. Involvement of nerve may lead to bron- 
chial plexus!” or laryngeal nerve palsy, neural- 


gic pain, diaphragmatic paralysis, Horner's 


syndrome or focal loss of function. 


Chest wall involvement may lead to rib 
destruction, severe bone pains and local 
swelling. Mediastinal invasion may lead to 
vena caval obstruction (swelling of face, neck 
and engorged veins) or arterial block. Meta- 
stases in viscera may lead to focal neurologic 
deficit, hepatmegaly, jaundice, etc. 


Nonneoplastic syndromes are mainly due 
to small cell tumours'®. These include endo- 
crinopathies (hypercalcemia, ^ Cushing's 
syndrome hyperpigmentation, inappropriate · 
ADH secretion) connective tissue hyper- 
plasia (clubbing, osteoarthropathy), neuro- 
myaesthenic syndrome : Eaton-Lambert syn- 
drome, peripheral neuropathy, myopathy, 
cerebral and cerebellar degeneration, poly- 
myositis, Vascular: anaemia, migratory 
thrombophlebitis, intra-vascular coagulo- 
pathy. Several of these subside after chemo- 
therapy. 


Radiology: 


The tumour is usually seen as a mass!" with 
distingt margins. Cavitation, commonly seen 
in squamous cell type, may have irregular 
margins. The nodule may be single with regional 
hilar or mediastinal involvement. The secondary 
pulmonary consolidation collapse and pleural* 
effusign may show other abnormalities. Un- 
commonly contignous spread may be seen as 
infiltrates, chest wall/bone erosion or peri- 
cardial effusion. Phrenic nerve palsy may lead 
to dome elevation. Lymphangitic spread may 
be seen as butterfly streaky shadows in lung 
fields. Rarely, radiograph may be normal as 
small sized primary or secondaries may not be 
visible. 
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Diagnostic procedures: 


The diagnosis must be suspected in older 
smokers on the basis of clinical and radiogra- 
phic features. In obvious advanced cases no 
diagnostic procedures are justified to obtain 
a histologic proof. While cell cytology can 
be studied from sputum samples, broncho- 
scopic aspirates or aspiration needle biopsy 
of lung we now prefer obtaining a tissue sample 
by punch biopsy through bronchoscopy, blind 
needle biopsy of lung or pleura or open lung 
biopsy. In the former two procedures, at a 
single sitting several (3-6) bites are taken, 
to provide an adequate tissue. While sputum 
cytology may give in expert hands upto 60% 
positivity; a negative result may not be 
important. 


Certainly flexible fibreoptic bronchscopy 
has made such diagnostic efforts possible in 
poor risk patients also'?. We have done such 
scopy and biopsy procedures in breathless, 
anoxic patients with adequate sedation, 
oxygen administration and bronchial toilet 
facilities. A junior consultant with adequate 
training in manoevering the bronchoscope can 
easily enter 6th division bronchi, visualise 
the lesion and do transbronchial biopsies, 
brushings and washings which in 95% cases 
may provide the histologic evidence’. In 
peripheral solid lesions, needle biopsy by 
Vim-Silvermann, or trephine with supersonic 
drill seems ideal." 7? Examination of pleural 
fluid for malignant cells, plueral biopsy by fish 
hook needle would help confirm pleural involve- 
ment. These procedures in our experience 
are well tolerated and mostly avoid surgical 
exploration. In our unit, use of CT guided 
(or under screening) aspiration lung biopsy 
and exfoliative sputum cytology have not 
been so fruitful. The complications (2-10%) 
like pneumothorax, bleeding, dysponea, 
anoxia, excessive cough or occasionally hypo- 
tension can be easily treated. We do not do 
lymph node biopsy unless it is palpable and 
suspicious. 


Though chest PA radiograph may be sup- 
plemented by a lateral view to detect collapse 
or hilar involvement, we do not practise doing 
tomography or CT scan commonly to detect 


hilar or mediastinal nodes. In operable cases, 
it is better to explore and resect the tumour 
mass with few suspicious nodes than to trust 
CT evidence. But a proximal tumour, carinal 
widening, nodal or metastatic evidence would 
suggest a restricted diagnostic effort. | 


The presence of nonmetastic manifestations, 
neurologic involvement make the obtaining 
of histologic evidence more imperative. 


Management: 


For optimal management, one should 
confirm the diagnosis beyond reasonable 
doubt, if possible obtain histologic picture 
and collect information to stage the tumour. 
It is also necessary to assess general nutri- 
tional, cardiopulmonary and physical activity 
status before planning the treatment. As in 
most cases, treatment is only palliative and 
aggressive approach in surgery or chemothe- 
гару is not justified.'* - Radiotherapy has 
similarly lost its role in lung cancer as it has 
only a limited localising role. In a localised 
single lesion without nodal involvemnt of 
whatever histology the patient should be ѕиБ- 
mitted to surgery if general status permits. 
We may not do resectional surgery if patient 
has moderate disability due to other cardiac, 
liver, kidney or neurologic disease. Thus en- 
larged heart, liver cell failure, uraemia or 
senile changes with brain function deficit 
should exclude all treatment. If in a patient 
suregery is indicated, routine precautions for 
a major surgery need to be taken. Pulmonary 
function spirometry before and after broncho- 
dilator and blood gases at rest (and sometimes 
on exercise) will help in deciding the exclusion. 
Generally FEV, below 500ml, PO, below 
65mm, PCO, beyond 50mm may be contra- 
indicative. 


If on surgical exploration, the tumour is 
completely resected and there is no mediasti- - 
nal; pleural or other distal involvement, there 
may be no need of further treatment. In such 
situations, resection of a lobe, segment or 
whole lung does not seem to change the prog- 
nosis. While in presence of enlarged histo +ve 
nodes, radiotherapy is practised, its role is 
debatable. 
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Aggressive resectional approach involving 
chest wall removal, deep mediastinal node 
dissection is not fruitful. 


It is believed that in centres around the 
world 40 to 60% surgical explorations result 
in nonresectable decisions. Only tumour which 
shows in 30 to 60% response after multidrug 
chemotherapy is small cell lung cancer. The 
other tumours particularly anaplastic, squamous 
verieties show no response and adenocarci- 
noma shows partial response. In the latter 
case patients have been offered treatment with 
adriamycin, vincristine and methoterxate. In 
small cell cancer, one tends to add etoposide, 
CCNU and cyclophosphamide. There is a trend 
to administer 4 to 6 cycles as tolerated by 
patient's response, nutritional status, general 
and haematologic toxicity. However it is un- 
desirable to offer chemotherapy to every 
inoperable lung cancer. 


Staging of lung cancer: 


This is, after surgical exploration and 
other procedures necessary to gather indica- 
tions of prognosis. This classification origi- 
nating in U.S.A and approved by WHO (11) 
is good for reporting results of various studies 
and response to treatment. As this is widely 
used it should be known in detail. 


TNM Classification of lung cancer - 


Tx- No visible tumour on x-ray or broncho- 
scopy but sputum cytology is positive 
for Ca-cells. 


Tys- Carcinoma in situ (doubtful significance 
in lung) 


T,- Tumour size 3 cm or less: atleast 2 cm 
distal to carina, No invasion proximal to 
lobar bronchi surrounded by normal 
lung and pleura. 


T,- Tumour size greater than 3cm. Lesion 
2 cm. distal to carina but may have 
obstructive collapse or pneumonia, may 
spread upto pleura. 


Тҙ- Any size extends to pleura/diaphragm 
mediastinal structures. If in main bron- 
chus is located less than 2 cm. from carina. 


No- Nospread to regional nodes detectable. 


N,- Ipsilateral hilar or bronchopulmonary 
lymph nodes - metastasis. 


N5- Metastasis to mediastinal nodes. 
Мо- No detectable distant metastasis. 


M,- Distant metastases in lymph nodes, 
contralateral lung, viscera, bone etc. 


Stage I - Т, NoMo or T; № Moor T; N, Mo 
Stage II - T; № Mo 


Stage Ш - Т) with Мо Mg or М; with Т, М, 
Or Ti М, etc. 


While advanced staging does indicate 
poorer prognosis, type of lesion does indicate 
an added morbidity. If one has access to 
changes in size of primary tumour, over several 
months, one can predict the growth in dia- 
meter on semilogarithmic scale against time as 
doubling time. Those tumours with shorter 
doubling time have poorer prognosis. Accord- 
ing to U.S. Statistics (25) average life after 
squamous cell tumour is 18-22 months, adeno- 
carcinoma 13-15 months. Small cell tumour 
9-11 months and undifferentiated 5-7 months, 
from the beginning. The patient usually 
reports to medical centre between 3 and 6 
months. Perhaps, in India, we are getting 
them several months later. Figures for 5 year 
survival in resected squamous type were 29% 
and for adenocarcinoma 19.3%, in an U.S. 
study? 


Role of Surgery: 


Surgery is said to be indicated in stage I 
and II but several in stage II turn out to be 
non resectable. To avoid wastage of resources, 
several aids like CT scan; biopsy procedures, 
barium studies, laryngoscopy, mediastino- 
scopy, tomography, CT guided biopsy, radio- 
nuclide scanning of liver, abdomen, bones 
and brain, have been mustered. Usually meta- 
stases have a clinical findipg as swelling or 
tenderness. While each of the procedures 
may add to the final assessment, chest X-ray, 
bronchoscopy and biopsy procedures may give 
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an adequate idea. It has not been shown 
that CT scanning has an advantage over chest 
PA and lateral radiography?". 


As many patients with lung cancer are old 
and smokers, they may have poor lung funct- 
ion. Despite risks, several such patients have 
been operated with similar success rates, 
particularly upto age 70 years. As with those 
who are not resectable, the 5 year survival 
was 2% with a median survival of 24 weeks? 
There was no difference by sex and older 
patients in survival; those with greater delay 
in diagnosis often had greater survival while 
those with more symptoms had shorter survival. 


Several indices of clinical physical activity 
(0-6) have been suggested; a person with 
greater restriction has a worse prognosis. Even 
with chemotherapy or radiotherapy, response 
as judged by the activity index, tends.to be 
poorer. Thus in a patient with poorer physical 
activity index, a resectable tumour may have 
a bad prognosis. If PO, on exsercise is below 
50mm. it may be an indicator of poor course 
for an immediate post surgical survival. Oper- 
ative mortality varies usually between 6 to 
16% but is seems worse at older (> 60 years) 
ages. 


Radiotherapy: 


While many advocate this treatment for 
nonresectable tumours^?, Survival in cases 
treated has been 6%. Therefore all over the 
world, experts have reduced referrals for 
radiotherapy. It may still be given for controll- 
ing frequent collection of pleural fluid, severe 
pain, chest wall involvement etc. The results 
are only palliative and quality of life after 
treatment is poorer. 


Chemotherapy: 


Particularly with small cell cancer, cyclo- 
phosphamide total 400 mg./M? body surface 
area methotrexate 5-20 mg./day for 7 days 
5-Fluorouracil or Vincristine 500-1000 mg./ 
week etc. over several weeks result in good 
remission in 30-60% cases??. In those with 
extensive dissemination, survival is shorter 
(10 months versus 12 months with limited 


disease). But prognosis worsened with increas- 
ing number of sites of dissemination (1 site 
11.5 months, 3 or more sites 8 months) (30). 
Metastases to brain and liver shortened sur- 
vival while in bone or soft tissue did not. Those 
who respond more completely to chemo- 
therapy live longer. 


Chemotherapy gives unsatisfactory res- 
ponse in adenocarcinoma and poor or no 
response in other varieties. Side effects on 
С.І. tract, skin, blood systems is common 
(50-75%). 


Role of other measures: 


Laser treatment has been tried as palliative 
measure to reduce obstruction and improve 
lung function over few months in central lung 
tumours.*' It has no wider effect and can 
result in serious complications like haomor- 
rhage, anoxia, perforation of bronchus, and 
infective complications. The treatment is 
practised through a rigid bronchoscope with 
neodynium laser. The procedure is better 
tolerated than radiotherapy or chemotherapy 
but is unavailable in Inida. While claims have 
been made for various immunomodulant agents 
like BCG, PPD and other agents in improving 
survival ?^, these methods do not contribute 
a distinct benefit. 


Conclusion: 


Lung cancer is beipg frequently diagnosed 
in urban centres of India. The disease when 
diagnosed in often nonresectable. But surgery 
remains the main treatment. The 5 year survi- 
val remains 2-5% with or without treatment. 
The contributing causes seem to be tobacco 
habit, air pollution and specific chemical ex- 
posure. Prevention of these factors having 
been difficult we are likely to face an increas- 
ing epidemic of lung cancer over a few years. 
If high tar cigarettes are banned, we may 
achieve some control after 10 years. 
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Adult respiratory distress syndrome 


Bahadur P., Seetharaman M.L. 


Synonyms: 


Shock lung; congestive atelectasis; traumatic lung; truamatic wet lung; 
adult hyaline membrane disease; respirator lung; pump lung; capillary 
leak syndrome; progressive pulmonary consolidation; stiff lung syn- 
drome; white lung syndrome; pulmonary micro embolism syndrome. 


Definition 


Adult respiratoy distress syndrome (ARDS) 
which is a final common pathway of a variety 
of massive but unrelated insults to the lung 
(Patty et al, 1982) can be defined as a syndrome 
with a constellation of clinical, functional 
and radiographic tetrad (Greene, 1987) 
consisting of: 


(a) acute, severe progressive respiratory 
distress ; 

(b) increased stiffness of the lungs; 

(c) hypoxia refractory to administration 
of oxygen; 

(d) bilateral diffuse radiographic lung 
changes. 


Incidence 


Due to the lack of unanimity in the diagno- 
stic criteria, the exact incidence is not known. 
However, N.H.L.I. (1972) estimated annual 
occurrence in U.S.A to be about 150,000 and 
as reported by Murray et al (1977) ARDS 
is responsible for 7% of admissions to respi- 
. ratory and surgical intensive care units. 


Pre - disposing factors 
One of the hallmarks of ARDS is its ini- 


tiation after an acute catastrophic clinical event 
which may be either direct pulmonary or non- 
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pulmonary trauma and insult. An innumera- 
ble number of disorders are associated with 
ARDS. 
Disorders associated with ARDS (Hopewell & 
Murray, 1976): 
Shock of any cause 
Infections - Gram negative sepsis, viral pneu- 
monia, bacterial pneumonia, fungal pneu- 
monia, pneumocystis carinii. 
Trauma - Fat emboli,lung contusion, non- 
thoracic trauma. 
Disorders of the brain - Trauma, CVA, seizures. 
Liquid aspiration - Gastric juice (pH « 2.5), 
fresh and salt water (near drowning), hydro- 
carbons. 
Drug over - dosage - Heroin, Methadone, sali- 
cylates, barbiturates, paraquat, ethchlor vinyl. 
Inhaled toxins - Oxygen in high concentrations, 
smoke, corrosive chemicals, ammonia, phos- 
gene, cadmium. 
Haematological disorders -  Intravascular 
coagulation, massive blood transfusion, leu- 
cocyte transfusion. 
Metabolic disorders - Pancreatitis, uremia. 
Miscellaneous - Eclampsia, air emboli, amnio- 
tic fluid emboli, postcardioversion, lymphan- 
gitis carcinomatosis, radiation pneumonitis, 
acute leukemia. | 
Pre-disposed groups, e.g., direct pulmonary 
injury such as aspiration of gastric contents 
(Flower et al, 1983) and sepsis syndrome 
(Pepe et al, 1982) have higher incidence rates. 
The risk increases significantly when multiple 
pedisposing factors are at work (Pepe et al, 
1982; Flower et al, 1983). This is well exempli- 
fied in the study by Pepe et al (1982) wherein 


and Research, it has been shown that the risk associated with 
Pondicherry - 605 006. just one factor was 2596, 4296 when compounded 
by two and*85% with three simultanous pre - 
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Sepsis in both a significant risk factor for 
the development of ARDS and an important 
complication of ARDS too. In prospective 
and retrospective studies done, a wide varia- 
tion (3.8% to 38%) in the incidence of sepsis 
has been reported (Pepe et al,, 1982 - 3895; 
Fowler et al, 1983 -3.8% Fein et al, 1983 - 
18%; Seidenfield et al, 1986 - 36%) Montgo- 
mery et al (1985) have found that in patients 
with established ARDS, sepsis rather than 
respiratory failure is the main factor deter- 
mining the final outcome of the patient (sepsis 
- 73% deaths; respiratry failure - 16% deaths). 
In sepsis preceding ARDS, abdomen was the 
predominant source, while in those cases 
with sepsis developing after the onset of 
ARDS, polumonary source was usual. 


Pathogenesis 


ARDS is a potentially devastating form 
of pulmonary injury leading to increased micro- 
vascular permeability and oedema. The hasic 
mechanisms that initiate ARDS are still not 
clear. The potential role of both humoral and 
cellular mediators of injury age still under 
investigation. They include neutrophils and 
their toxic products, platelets, alveolor macro- 
phages, complement byproducts, kallikrein, 
endotoxin, arachidonic acid metabolites, 
fibrinogen degradation products and serotonin. 


Neutrophils occupy a key role in patho- 
genesis of ARDS. Brigham (1980) considers 
that complement activation and subsequent 
generation of complement fragment C5a is 
quite a common consequence of various risk 
factors associated with ARDS, viz., sepsis, 
trauma, cardiopulmonary bypass. Thus, this 
sets the stage for leucocyte aggregation, its 
activation and thereby the release of toxic 
mediators. These mediators, viz., oxygen 
derived free radicals, lysosomal enzymes, 
neutral and acid proteases and products of 
arachidonic acid have the potential to injure 
the alveoli and pulmonary endothelium. 
Neutrophil enzymes can activate the kinin 
and clotting systems and platelet aggregation, 
thus amplifying the local injury. Platelet 
fibrin thrombi have been demonstrated in 
histological section of lungs of patients dying 
of ARDS (Saldeen, 1976). Platelet aggregation 


and sequestration may lead to thrombocyto- 
paenia in non-traumatic ARDS which has been 
found to parallel the course of worsening 
hypoxemia (Flower et al, 1985; Bone et al, 
1976). 


Lee et al (1981) have reported high levels 
of neutrophil elastolytic activity in the lungs 
associated with a reduced alpha 1 - antiprotease 
function - the naturally occurring protease 
inhibitor. 


Interest has centered lately on eicosanoids. 
The metabolities of arachidonic acid have 
been shown to produce the pathophysiologi- 
cal features of ARDS. Though their exact role 
is not defined, they may act as modulators and 
mediators in granulocyte aggregation (Weksler 
and Goldstein, 1980). 


Pathophysiology 


The basic pathology is acute alveolar 
endothelial damage. Revewing the changes 
observed in various studies, Greene (1987) 
has described three distinct. morphological - 
stages: 


Stagel: Capillary congestion, endothelial 
cells swelling and micro atelectasis 
(first 12-24 hours). 

Fluid leakage, fibrin deposition 
and hyaline membranes (1-5 days). 
Alveolar cell proliferation, collagen 
deposition and microvascular destruc- 
tion (after 5 days). 


Stage 2: 


Stage 3: 


Physiological aberrations involve the lung 
volumes and capacities, mechanical properties 
of the lung and gas exchange. 


Lung volumes and capacities aie consi- 
stently decreased in ARDS, resulting from 
peribronchovascular odema and fluid in 
alveoli. The tissue reaction to injury also alters 
the machanical properties of: the lung. They 
are associated with stiff lungs with striking 
decrease in lung distensibility with a lowered 
lung compliance. The stiffness is explained, in 
part, by the accumulation of oedema fluid and 
also by the reaction between the extravasated 
protein and the surfactant, thereby altering 
its characteristics. 
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Hypoxia, the dominant clinical feature of 
ARDS, results from ventilation perfusion 
mismatch initially (due to the perivascular 
sequestiation of fluid) and by tight to left 
shunting subsequently when the stage of alveo- 
lar flooding is reached. An increased alveolar 
arterial oxygen pressure gradient is the earliest 
abnortnality noticed which gets further widen- 
ed with the onset of right to left shunt. Hy- 
poxia proves refractory to supplemental oxygen 
administration. 


Artrial PCO, values remain normal or 
low throughout the course of the syndrome 
and increasing PCO, in ARDS is a danger 
signal which heralds worsening of mechanical 
abnormality or an increase in wasted ventilation 
(Murray, 1980). 


Clinical features 


The onset of clinical manifestations may 
be sudden or insidious and the early clinical 
features may be dominated by the underlying 
disorder that initiates ARDS. A time lag vary- 
ing from a few hours to 72 hours is usual 
between the inciting event and subsequent 
development of full-blown ARDS. Fowler 
et al (1983) and Pepe et al (1982) have observed 
that ARDS did not develop after 72 hours 
unless there was late development of sepsis. 
The patient’s clinical, haemodynamic and 
chest roentgenographic changes usually 
remain stable during this lag period. 


Dyspnoea is the first clinical manifesta- 
tion. Cyanosis may or may not be present. 
Physical examination is hardly rewarding, as 
abnormalities in gas exchange with marked 
hypoxemia refractory to supplemental oxygen 
administration develops even without signi- 
ficant rales in the lung. 


The clinical course is unpredictable. The 
chances of recovery in ARDS seems to be quite 
good with almost а normal recovery of lung 
function (Lakshminarayan et al, 1976). How- 
ever, some patients may have a continuous 
relentlessly progressive course ending fatally 
in 2-5 days. Majority of deaths occur over a 
protracted period - the clinical course being 
punctuated by infectious episode, barotrauma 
or other intercurrent events. 


Radiographic studies of the chest 


Plain chest roentgenorams: The changes 
appear after a time lag anywhere between a few 
hours to as long as two days from the onset 
of clinical symptoms to the occurrence of such 
a change (Joffe, 1970). 


The commonly observed changes are 
bilateral, patchy, ill-defined alveolar opa- 
cities, more prominent in the perihilar regions 
producing a butterfly pattern sparing the 
apices and costophrenic angles. 


Four radiographic phases have been 
observed in ARDS (Underwood and Newell, 
1983): 

Phase Time of injury Radiographic findings 
1 0 - 24 hrs Normal radiograph. 

2 24 - 36 hrs Interstitial pulmonary 
oedema followed by 
alveolar pulmonary 
oedema 

No change from phase 2 
Improvement or 
complete resolution of 
infiltrates if patient 
survives 


3 36 - 72 hrs 
4 72 hrs - 6 wks 


The radiographic features of cardiogenic 
pulmonary oedema, viz., cardiomegaly, 
pleural effusions, redistribution of blood flow 
in the lungs and septal lines will be absent 
unless ARDS develops over pre-existing left 
ventricular dysfunction. 


Angiographic studies of pulmonary circulation 
in ARDS: 

Four types of angiographic abnormalities 
(Greene et al, 1983) have been demonstrated 
in ARDS: (a) Intraluminal filling defects: (b) 
Absent filling of side branches: (c) Vascular 
deformities; and (d) Altered microvascular 
background opacification. The angiographic 
studies may have prognostic and therapeutic 
implications. A striking correlation has been 
found between the severity of ARDS and 
pulmonary artery filling defects (PAFD) - more 
than 75% of patients with severe ARDS have 
PAFD compared to fewer than 20% of patients 
with mild ARDS (Greene et al, (1983). Morta- 
lity of ARDS has been found to parallel the 
presence of PAFD - death occuring in 80% 
patients with PAFD but only 50% in patients 
with normal angiogram. 
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Diagnosis 


Diagnosis is easy when a full-blown 
syndrome is present. In the absence of a single 
diagnostic test or marker of the syndrome, the 
criteria to diagnose ARDS must take into 
consideration an appropriate risk factor, 
severe hypoxemia while breathing increased 
oxygen concentrations, increased pulmonary 
shunt fraction, reduced pulmonary compliance, 
radiographic evidence of pulmonary oedema, 
previously normal lungs and no evidence of 
heart failure (Shale, 1987). 


In an attempt to be more specific and obje- 
ctive, certain studies have relied upon objective 
oxygenation, chest X-ray and haemodynamic 
criteria - which allow reproducibility and at 
the same time exclude the possibility of hydro- 
static pulmonary oedema. They include an 
acute respiratory failure requiring mechanical 
ventilation, sudden onset of bilatral pulmonary 
infiltrates on chest X-ray, a total thoracic 
compliance of less than 50 ml/cm H,O, arterial 
to alveolar partial pressure of oxvgen ratio 
of 0.2 or less and pulmonary capillary wedge 
pressure of 12 mm or less (Fowler, 1983). 


Management 


Prevention: Anticipation of ARDS in 
patients who are at risk and taking adequate 
measures will minimise its development. The 
neotrophil chemotactic factors in bronchoal- 
veolar lavage fluid (Persons et al, 1985) and 
oxidant activity in exhaled breath (Baldwin 
et al, 1986) used as markers in recognising 
early pulmonary injury also lack specificity 
and may signal a phase too late in the sequence 
of events. Thus, the concept of prevention of 
ARDS which is the ideal objective is still an 
unachievable target. 


Therapy: The current. management for 
ARDS is mainly supportive and the mainstay 
of therapy consists of: 

- Appropriate ventilatory support. 

- [ntensive pulmonary hygiene and pre- 

vention of nosocomial infections. 

- Accurate fluid balance and adequate 

patient nutrition 

- Minimisation of fluid flux into the lung. 

- Aggressive therapy for sepsis. 


Ventilatory support: The nypoxia of ARDS 
is refractory to high inspired oxygen concentra- 
tions, hence oxygenation is the immediate 
concern. It is best accomplished by mecha- 
nical ventilation. Though ventilator adjust- 
ments are largely empirical, yet, 5ай5- 
factory results have been achieved by their 
use. If arterial hypoxemia persists despite 
the above, a trial of 5 cm H,O Positive End 
Expiratory Pressure(PEEP) is recommended 
(Murray, 1980). Hotchkiss and Wilson (1983) 
consider that the inability to maintain PaO, 
above 60 mm Hg with an inspired oxygen con- 
centration of 50% or greater is a valid indica- 
tion for PEEP. Those interested in further 
details on PEEP may read the article by Ashbaugh 
and Petty (1973). The variables that guide 
in determining the most effective levels of 
PEEP to use are РаО,, cardiac output, mixed 
venous oxygen tension, shunt fraction and 
dynamic and static compliance of the lungs. 


Though improved oxygenation is achieved 
by PEEP, its impact on the injury and survival 
is not clear. The potential gains have to be 
weighed against its detrimental effect of 
barotrauma and reduction in cardiac output. 


PEEP has been employed prophylactically 
also in patients who are considered at risk 
of ARDS. One such study has shown a reduced 
incidence of ARDS in patients so treated 
(Weight et al, 1979). 


Schuster et al (1981) and Davey and Leigh 
(1982) have tried High Frequency Jet Venti- 
lation (HFJV) in ARDS as it achieves oxy- 
genation at reduced peak inflation and airway 
pressures. Thus, the pulmonary barotrauma 
and the effects on cardiac output are mini- 
mised (Galagher, 1981). 


Other technique that has been employed 
in ARDS to improve gas exchange is differ- 
ential ventilation with selective PEEP to the 
lowermost lung in patients nursed on their 
sides (Hedenstierna et al, 1985). Induction of 
muscle paralysis has been tried by Coggeshall 
et al (1985) to diminish oxygen requirements. 


Fluids: The objectives are maintaining 
an adequate circulation, and at the same time 
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avoiding fluid overload as pulmonary oedema 
tends to occur at a lower than normal pulmo- 
nary capillary hydrostatic pressure. Contro- 
versy over the administration of either crysta- 
lloids or colloids is still unresolved. Anaemic 
patients require whole blood, while those 
who are adequately hydrated but show evi- 
dence of decreased oxygen transport require 
packed cells infusion. Fluid management is 
best guided by monitoring of systemic BP, 
urine flow and avoidance of overhydration 
using pulmonary capillary wedge pressure 
through Swan-Ganz Catheter. 


Corticosteroids: The use of corticosteroids 
has long been a matter of considerable debate. 
They are expected to have a role when con- 
sidered in the background of theoretical and 
pathophysiological events that lead to ARDS. 
Those interested in more details on role of 
corticosteroids may read the articles by Ham- 
merschmidt et al (1979), Sheagren (1981) 
and Brigham et al (1981). 


However, two prospective, randomised, 
double blind, placebo controlled trials using 
high doses of methyl prednisolone given early 
in the course of the syndrome have not found 
any gain by the addition of steroids (Bone et al, 
1987; Veterans Administration Systemic 
Sepsis Coop. Study, 1987). Bone et al (1987) 
Observed a significant increase in the morta- 
lity - 59% in methyl prednisolone group as 
compared to 29% among those receiving 
placebo. In the corticosteroid group, more 
deaths were related to secondary infection. 


Other forms of therapy that are being tried 
but whose potential usefulness is still to be 
established are: 


- Eicosonoid receptor antagonists that can 
block the harmful effects of leukotrienes 
and thromboxane A» (Huval et al, 1983); 


- Anti-oxidants like superoxide d&mutase 
and catalase which can scavenge the toxic 
oxygen radicals (Ti,, et al, 1982); 


- Serotonin antagonist - Ketanserin as a 
vasodilator than that counters the pulmo- 
nary vasoconstriction of serotonin (Vincent 
et al, 1984); 
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- Cyclooxygenase inhibitors which will help 
limit blood flow through non-ventilated 
portions of the lung (Light, 1986); 


- Use of prostaglandin Е, in ARDS by virtue 
of 45 suppression of polymorphonuclear 
chemotaxis and lysosomal enzyme release 
(Holcroft, 1985 - Quoted by Petty, 1985); 


- Intravenous fibrinolytic infusions in ARDS 
(Greene et al, 1987); 


- Neutralisation of lipid A - the toxin 
common to all Gram negative endotoxins 
by appropriate IgG antibody (Wardle, 
1982; Ziegler et al, 1982). 


Complications and Prognosis 


It has now been appreciated that the morta- 
lity in ARDS is more often related to non-pul- 
monary conditions than due to acute respi- 
ratory failure (Montgomery et al, 1985). The 
clinical outcome is greatly influenced by the 
development of significant complications such 
as sepsis, pulmonary barotrauma, nosocomial 
infections and multisystem failure (Montgo- 
mery et al, 1985). 


The prognosis in fully established cases of 
ARDS is poor. Most of the series report a 
death of over 50% and the mortality almost 
doubles in association with multisystem failure 
or renal failure. 
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A Case of Spontaneous Rupture of the Pulmonary Artery: 

A rare event of spontaneous rupture of pulmonary artery in a male aged 18 years 
was reported. Mild cyanosis and breathlessness were found from his infancy. Since the 
school age, he had severe cyanosis, squatting and dizziness after exertion and had fre- 
quent fainting speels and syncope before the admission. He was found unconscious with 
shallow breathing by his room-mates in a morning. No response could be obtained 
by the external cardipulmonary resuscitation and also by direct heart massage at the 
beside. Postmortem examination revealed that the patient had €isenmenger's complex 
and direct cause of death was confirmed as spontaneous rupture of the pulmonary 
artery. Underlying change of the pulmonary artery was aneurysm-like dilatation with 
thinned wall. No evidence of medial necrosis was observed. 

* * * * * * 

World wide around 600 patients with chronic ventilatory failure have been treated 
by diaphragm pacing (Thorax 1988; 43: 161-2). Both phrenic nerves are fitted with 
electrodes and receivers for the impulses from an external battery powered transmitter. 
Diaphragm pacing has proved an effective alternative to artificial ventilation; most 
patients treated have been tetraplegic from high lesions of the spinal cord. 
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PUBLISHER'S NOTE 
JULY'90 


Dear Doctor, 


I am very grateful to all doctors 
who have been contributing excellent 
articles, for the magazine without 
whose co-operation. the magazine 
could not have attained the position 
as it is to-day. 


On an analysis, I find that most of 
the articles belong to clinical trials or 
of a general nature. · 


I would very much request our 
doctors to send articles on case 
reports which would be more 


interesting and welcomed by our 
readers. | 


With warm regards, 


Yours Cordially, 


RL L.. 4% 


(R.LAKSHMIPATHY), 
Publisher. 
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* Fights infection 


* Faster healing with 
lesser wound pain 











Summary of Prescribing Information 


Formula: Nitrofurazone І.Р. 0.2% w/w.indications:!ndicated for use as dressing on burns 
and wounds. Application: Apply directly to lesions with spatula or use gauze impregnated 
with 'Furacin' Cream. Contraindications: Known prior sensitization. Precautions: 'Furacin' 
should be used with caution in patients with known or suspected renal impairment. 
SideEffects: Sensitization to 'Furacin' occasionally occurs. ” 





Further information is available on request : P.B.No. 2, Bangalore-560 049. 


SKOF 
ESISAYEF 


PHARMACEUTICALS 


© Eskayef Limited ® 
Licensed user of Regd. Trade Mark 





Pd 
А5 THE ANTISEPTIC JULY 1990 
ж 














IRRITABLE BOWEL 
SYNDROME ATTACKS 
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IBS attacks are followed by flatulence, 
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Craniofacial pain and neuralgia 


Natarajan M., Muthukumar N. 


Craniofacial Pain and Neuralgia: 


Craniofacia! pain is common in daily prac- 


tice. There are causes for the pain and most — 
of them present without physical signs. The 


patient is frustrated having seen many specia- 
lists like Otolaryngologist, Opthalmologist, 


Dentist and General Physician before consult- 
ing the neurosurgeon. it ARA 2 


Pain in the face and head is critical for | 


survival and it provokes strong emotional re- 


sponse producing suffering and marked disa- 


bility in the patient. Recurrent pain causes con- 
ditioning effect with sensitisation causing 


psychological overlay with resulting difficulty 


in diagnosis and management. Diagnosis in- 


volves detailed history with regard to descrip- 
tion of pain, location, radiation, duration, 
character, and factors causing increase or de- 
crease of pain. One must be aware of the var- | 


ious causes of craniofacial pain 1 for aps а 
А ^ni 1 
diagnosis. 


Cephalic Neuraigia: - 


trigeminal xv ag 


Geniculate Neuralgia: | 
M st DES P 
There are two types of Genicula te te neural- 
gia. The herpetic neuralgia described by Ram- 
say Hunt causes vesicles inthe ear, soft palate 
and anterior two thirds of the tongue, the areas 


Dr. Natarajan M. M.S., (Gen), M.S. (Neuro)., FICS., FACS., FAMS.; 
Retired Professor of Neurosurgery, 

Madurai Medical College, 

Madurai. 

Dr. Muthukumar М. М.С, 


Neurosurgeon, 


Specially contributed to "The Antiseptic" 
Vol. 87 (7); Р 329-332 
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innervated by the nervus intermedius of the . 
facial nerve. 


Geniculate neuralgia occurring without 
herpetic rash produces paroxysmal lancinating 
pain deep in the ear radiating into the pinna. 
There may be a trigger area in the external 
ear causing pain. In this condition there is no 
facial palsy which is commonly seen in post 
herpetic neuralgia. The pain is not associated 
with swallowing, distinguishing it from glos- 

sopharyngeal neuralgia. Otalgia or pain in the 
ear may be produced by ear infections, tem- 
poromandibular joint dysfunction and im- 
pacted upper molar, carcinoma of the naso- 
pharynx and an elongated styloid process. 
When the cause of lesion is not seen, anatom- 
ical distribution of the pain must be deter- 


mined. Audiometry, caloric stimulation, CT 
scan of the head will help in diagnosis. 


_ Treatment: 


t 


Su -Post herpetic geniculate neuralgia im- 


| proves with time. Local analgesic and antibio- 
tic c ointment will relieve pain and superadded 


relieve the pain. -~ 


-i 


Idiopathic Geniculate Neuralgia: 


Carbamazepine will control the pain in 
most of the cases. In severe cases refractory 
to medical treatment section of nervus inter- 
medius is done. 


. Facial tic: 


It may cause pain in some cases due to 
chronic hemifacial spasm. Decompression of 
the 7th nerve root will be helpful. 





Sphenopalatine Ganglion Neuralgia: 


Clinical picture of this neuralgia consists of 
pain in the eye and the roof of the nasal cavity. 
It is also called lower half headache. The attack 
is associated with nasal congestion. X-ray 
sphenoid sinus is taken to rule out infection. 
Probing of sphenopalatine ganglion may give 
relief of pain. Nasal spray of 5% cocaine in 
the posterior and upper portion of the middle 
turbinate may give pain relief. If symptoms 
recur excision of the sphenopalatine ganglion 
is done. 


Occipital Neuralgia: 


This is due to entrapment of nerves by scar 
or a suture or injury to greater occipital, lesser 
occipital or posterior auricular nerve. Pain may 
occur also due to myositis, fascitis, or due to 
cervical spondylosis or tumors involving C2 
nerve or congenital anomalies at the base of 
skull. Patients complain of suboccipital pain 
increased by neck movement. Pain and tender- 
ness may be present near the occipital artery 
along which nerve travels. X-ray skull and cer- 
vical spine are essential for diagnosis. Sensory 
loss in C2 distribution with: myelopathy or 
lower cranial nerve deficit suggest a foramen 
magnum tumors, CT scan and myelography 
will confirm the diagnosis. Occipital neuralgia 
without neurological deficit is a benign condi- 
tion responding to heat, rest and massage, 
analgesic, anti-inflammatory drugs and muscle 
relaxants. If the patient in depressed, emotion- 
ally unstable and neurotic, psychiatrist’s help 
may be needed. Local infiltration of the nerve 
with xylocaine may give relief. If C2, C3 
radicululits has been excluded occipital nerve 
avulsion may be done. 


Superior Laryngeal Neuralgia: 


Patients complain of severe, laminating 
paroxysmal pain referred to the side of the 
neck. Pain occurs over the hyothyroid mem- 
brane. Trigger zone may be present in the 
pyriform sinus. Tenderness over the internal 
branch of the superior laryngeal nervé may be 
present. It should be differentiated from glos- 


sopharyngeal neuralgia, where the pain comes 
on swallowing, with trigger area in the tonsil. 


Treatment: 


Excision of a segment of the superior 
laryngeal nerve may give relief. 


Ophthalmic pain: 


The first division of the trigeminal nerve 
carries sensations from the eye ball, lacrimal 
gland, nasal mucous membrane, eyelid, eveb- 
row, forehead, and scalp anterior to the exter- 
nal ear coronal plane. . 


Reader's Paratrigeminal Neuralgia: 


Throbbing pain in the orbit and perioorbi- 
tal region occurs early morning often as- 
sociated with nausea, vomiting. Miosis, ptosis 
and decreased sweating in the supraorbital re- | 
gion is often seen. This painful syndrome may 
be idiopathic or secondary to internal carotid 
artery aneurysms in the cavernus sinus, 
parasellar meningioma, trigeminal neuroma or 
metastatic carcinoma. This syndrome demands 
thorough neuroradiological assessment. To- 
losa Hunt syndrome is another cause of 
ophthalmic pain syndrome. This is due to a 
inflammatory condition in the superior orbital 
fissure producing severe orbital pain and Шга, 
IVth, Vth, and VIth cranial nerve palsy. Diag- 
nosis of Tolosa Hunt syndrome is important 
since corticosteroids give remarkabie relief. | 


Diabetics may complain of severe retroor- 
bital pain preceding IIIrd nerve palsy. Pupillo 
motor fibres are spared in diabetic Ша nerve 
palsy. 


In diseases of eye like iritis, anterior uveitis 
and acute angle closure glaucoma, patient may 
complain of ocular pain and blurred vision. In 
glaucoma intraocular pressure is elevated with 
pain being increased by minimal ocular pres- 


. Sure. 


Pseudotumor of the orbit may produce sud- 
den onset of orbital pain associated with prop- 
tosis and chemosis. Corticosteroids give pain 
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relief. Optic neuritis may cause retroorbital 
pain with pain increased by eye movement. 
Loss of vision is the predominent symptom. 


Masticatory disorders: 


Dental pain may arise from disease of tooth 
pulp, dentine, or periodontal region from irri- 
tation of superior or inferior alveolar nerves. 


Cengenital, traumatic or degenerative 
changes of temporomandibular joint produce 
persistent pain with paroxysms of severe lan- 
cinating pain coming on chewing or moving 
the jaw. The pain is over the joint and may 
radiate to the temple, ear, cheek, or upper 
neck. Most of the cases are due to dental 
malocclusion. This is treated by soft diet, local 
heat, analgesics, muscle relaxation. If the pain 
does not subside arthroplasty may be required. 


Costen’s Syndrome: 


There is dull pain in the temporomandibu- 
lar joints and ears associated with stiff, snap- 
ping joint, tinnitus, and impaired hearing. 


Temporal or masseter myositis may cause 
pain. Heat, massage and local infiltration with 
and anesthetic will give relief. Correction of 
maloclusion or replacement of ill-fitting de- 
ntures may be needed. 


Vascular pain syndrome: 


This may be the classic migraine or com- 
mon migraine. Неге the recurrent paroxysmal! 
headache is accompained by nausea and vom- 
iting. The classic migraine is unilateral produc- 
ing definite prodromal symptoms of contralat- 
eral visual, motor, or sensory disturbance pre- 
ceding the head pain by several minutes. There 
is a familial predisposition to migraine. In mig- 
raine vasoconstriction and ischemic symptoms 
are followed by vasodilatation with subsequent 
pain and edema. 


Cluster Headache: 


It is one of the craniofacial syndromes var- 
iously called as Horton's syndrome, histamine 
cephalalgia, and migrainous neuralgia. The 


pain is unilateral, in and around the eye, ac- 
compained by congestion of ipsilateral nose. 
Cyclic pattern of the attack occuring in clusters 
for several days to weeks and the attack then | 
subsides. Attacks recur after several months. 


Nocturnal predisposition of headache is 
characteristic. Migraine headache and cluster 
headache respond well to ergotamine, an 
alpha-adrenergic blocking agent. Caffeine 
given with ergotamine is effective for its vas- 
oconstrictor action. Ergotamine is effective 
when gives at the onset of pain. The incidence 
and severity of migraine headache may be re- 
duced, bv giving propranolol, a betaadrenergic 
receptor blocking drug. 


Methysergide, a serotonin antagonist is 
also useful but long term administration may 
cause retroperitoneal fibrosis, pleuropulmo- 
nary fibrosis and fibrotic thickening of cardiac 
valves. Cyproheptadine, an antihistamine and 
anti-serotonin may reduce the severity of mig- 
raine attack. Patients with cluster headache 
must avoid alcohol, smoking. and vasodilating 
drugs. Inhalation of pure oxygen, a vas- 
oconstrictor, may abort an attack. Prednisone | 
is very effectivie for both prevention and treat- 
ment of cluster headache. 


Indomethacin may give symptomatic relief 
in cluster headache. 


Giant Cell Cranial Arteritis: 


Causes throbbing pain in the temporal re- 
gion. It occurs between ages of 65 and 80. 
Superficial temporal artery is tender and may 
be felt as hard pulseless ribbon if a part of it 
is thrombosed. 


Fever, altered cerebration, general weak- 
ness with raised ESR occur. Sudden loss of 
vision may occur. Biopsy of temporal artery 
will confirm the diagnosis. Early diagnosis and 
treatment are essential to prevent loss of vis- 
ion. Corticosteroids give prompt pain relief 
but may not reverse the visual loss. i 


Metabolic or toxic disturbances may cause 
throbbing or pusatile pain. Fever, hyperten- 
sion, ischemia, hypoxia, hypoglycemia, hyper- 
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„сарпта and alcohol are common causes. Cor- 
rection of the causative factors will relieve the 
- headache.. : 


Aneurysm and arteriovenous malformation 
may cause severe headache followed by ioss 
of consciousness with or without neurological 
deficit due to subarachnoid bleeding. In more 
than 50% of patients with subarachnoid 
hemorrhage milder “warning” headache occur 
from a few days to several months before 
bleeding. CT scan reveals the blood clot and 
angiogram will confirm the diagnosis. | 


Sinusitis: 


Sinusitis as a cause of cephalalgia has come 
down with the advent of antibiotic. Maxillary 
sinusitis is very common, causing pain in the 
upper teeth with tenderness over the maxillary 
antrum. X-ray confirms diagnosis. 


Frontal Sinusitis: 


Causes supra orbital pain and tenderness. 
Pain is worse in morning improving as the day 
advances. It has to be diagnosed and treated 
early since it may cause menigitis, subdural 
empyema and brain abcess. Decongestants 
and antibiotics will give relief. 


Ethmoid and sphenoid sinusitis cause pain 
and discomfort worse at night when the patient 
is recumbent. Ethmoid sinusitis causes pain in 


* * * 


the medial part of the orbit and bridge of the 


nose. Sphenoid sinusitis causes diffuse boring 
pain deep behind the eyes relieved by decon- 
gestants. X-ray confirms diagnosis. 


Nasopharyngeal tumors: 


Carcinoma of the sinus and nasopharynx 
cause severe intractable facial pain. Clinical 
examination and X-ray confirm diagnosis. In- 
tractable pain due to the cancer of the head 
and neck may be relieved by open and 
stereotaxic procedures. — 


Psychogenic Pain 


Tension headache is the most common of 
cephalalgias. Anxiety and stress may cause 
fatigue and muscle spasm. Tightness and ach- 
ing discomfort occurs in the occiput, radiating 
forwards to the top of the head. Analgesics, 
relaxing exercises and tranquilisers may give 
relief. | 


Post Traumatic Headache may cause pain 
due to involvement of nerve in the scalp. If 
local tenderness is present local infiltration of 
local anesthetic may give relief. 


Atypical Facial Pain 


An unstable personality may cause atypical 
facial pain. Psychotherapy, mood elevating 
drugs may help. 


* * * 


One important abuse of the elderly patient іп the nursing home is that of overmedi- 
cation with psychotropic drugs. This is done in order to make the individuals concerned 
behave in a docile and compliant manner. Attentive listening and appropriately prescribed 
psychotherapy are much less frequently dispensed in such settings. Clearly the misuse 
of the prescription pad in nursing homes, and in the treatment of the elderly in general, 
poses a public health problem which must be stopped. It also represents a systematic 
form of abuse of older citizens which can no longer be tolerated. Only through a return 
to a personal approach to the care of our cider patients can we hope to end the abuse 


and misuse of them. 


(New York State Journal of Medicine August 1989, Volume 89 No.8) 


* * * 


* * * 
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. Horlicks 


Now specially fortified with extra calcium 
Ee ee 


Horlicks, the easily digestible health food drink full of nourishing 
goodness, is now reinforced and enriched with extra calcium, which is 
essential for the healthy development and maintenance of the body. 


GROWING CHILDREN THE SICK AND THE 
Calcium is essential for the CONVALESCENT 


formation and maintenance of Calcium-tortified Horlicks is 

good teeth and bones. Two drinks — partially pre-digested, making it 
of calcium-enriched К the ideal nutritive intake for the 
Horlicks in milk provide sick and the convalescent who 
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the requisite: RDA of need immediate,.easily 
additional requirements 22 ^ nourishment. A 

of growing children, especially the Horlicks 

rapid growth of adolescents. enriched with A$ ) 
Consumption of calcium-fortified extra 7 15) 
Horlicks, along with regular s 

physical activity, will also һеіріо 'S (Сеа Е = 
minimise the calcium.loss that for patients s 

occurs later in life, that can with gastro- - 


eventually lead to osteoporosis. intestinal disorders and those on 


DURING PREGNANCY 


Ў) AND LACTATION 
Expecting and 
breast-feeding 
= mothers need 
Д to supplement 
their diets 
with extra 
' % Calcium to 
ae ensure 
that the baby receives adequate 
amounts of calcium. Inadequate 
Calcium can result in weak bones 
and retarded growth of the infant. 
Two drinks of calcium- 
enriched Horlicks in cows’ 
milk provide 78% of the 
calcium RDA requirement. 


fat-restricted or high-calorie diets. 


it can also provide the necessary 
carbohydrates for diabetics. 


THE AGED 

Calcium-enriched Horlicks is of 
special importance to elderly 
people to help prevent 
osteomalacia and there is 
evidence of its value in 
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osteoporosis. Horlicks being easily 
digestible, is an easily assimilable 
source of calcium. 


NEUROMUSCULAR 


ACTIVITY 


Calcium regulates the body's 
neuromuscular activity which 
helps to maintain the correct 
functioning of muscles. 


HORLICKS — AN 
EFFECTIVE MEDIUM 


Horlicks contains lactose which. 
promotes the absorption and 
retention of calcium, making it an 
effective medium for calcium 
intake. 








The cool answer 
to a common irritant 


Menthoiated E ; 4 E , | 
| Cheston EXPECTORANT 


for congestive irritating coughs 
arising from allergy 
infections 


bronchial- 
hypersecretions 





For further information 
please write to 


t PROTEC 


Division of Cipla Ltd. 
Bombay Central Bombay 400008 
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Contains: Calamine, I.P. 8% w/v Diphenhydramine Hydrochloride, I.P., 1% w/v. Camphor, I.P. 0.1% 
w/v Specially Denatured spirit 2.37% v/v in an aqueous vehicle. Indications: For the relief of itching 
due to mild poison ivy or oak, insect bites or other minor skin irritations and soothing relief of mild 
sunburn. Administration: Apply sparingly three or four times daily. For children under six years of 
age to consult doctcr. Caution: Should not be applied to blistered, raw or oozing areas of the skin. 
If burning sensation results, use should be discontinued. Avoid contact with eyes or other: mucous 
: membranes. Keep the bottle out of reach of children. Use on extensive areas or for longer than 7 
days only on medical advice. 


FOR EXTERNAL USE ONLY PARKE-DAVIS 


FURTHER INFORMATION AVAILABLE ON REQUEST . PARKE-DAVIS (INDIA) LIMITED 
SAK! NAKA, BOMBAY 400 072 
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Capsules of Ampicillin & Cloxacillin 
THE BENEFICIAL ANTIBIOTIC COMBINATION 


A tik Product 








* Effectively resists Betalactamase 
* Eradicates a wide range of pathogens. 
Marketed by 
TTK PHARMA LIMITED 
8, Old Trunk Road, MADRAS - 600 043. 
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Tablet 





Trichomoniasis ^ Giardiasis 





Summary of Prescribing Information 


COMPOSITION - Fasigyn 500 Film-coated Tablets: tinidazole 500 mg per tablet. INDICATIONS - intestinal and hepatic amebiasis, 
giardiasis, urogenital trichomoniasis, prevention and treatment of anaerobic infections. CONTRAINDICATIONS - Blood dyscrasia; 
organic neurological disorders; pregnancy (first trimester); lactation; hyersensitivity to tinidazole. PRECAUTIONS - Alcohol 
consumption should be avoided during treatment period. ADVERSE REACTIONS - Gastrointestinal Such as nausea, vomiting, 
anorexia, metallic taste; rarely hypersensitivity, and leukopenia. DOSAGE - The maximum daily dose is 2g. Intestinal amebiasis: 
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Tuberculous Rheumatism (Poncet’s disease): 
The Madras experience and review of literature. 


Chandrasekaran A.N., Achuthan K., Porkodi R., Ramakrishnan 9. 
Krishnamurthy V., Rajendran C.P., Radha Madhavan, Parthiban M., 


Summary 


In 1897 Poncet described a polyarthritis in the acute stage of extra 
articular tuberculosis and coined the term tuberculous rheumatism. 
There remains some controversy over whether the association is real 
or fortuitous. We carried out a retrospective study of 19,915 subjects 
who attended the Rheumatology O.P.D from 1974-1988. 42 cases of 
Poncet's disease were identified after applying stringent criteria. There 
were 23 males and 19 females with mean age of 32.87 years. Polyarthritis 
was seen in 29, Oligoarthritis in 8 and 5 had monoarthritis. The duration 
of arthritis varied from 2 to 20 weeks. 26/42 had clinical evidence of 
pulmonary tuberculosis, whereas on radiology 31/42 had parenchymal 
lesions. 8/42 had coexisting iridocyclitis whereas 6/42 had phlyctenular 
conjunctivitis. 11/42 had cervical lymphadenopathy which proved to be 
tuberculous on histopathology. ESR was above 50mm. in 30 cases and 
Mantoux was above 15mm. in 13/42 cases. Immunological tests showed 
raised C-Reactive Protein (C.R.P) above 12mg.% in 36/42; whereas 
Rose Waaler and Rheumatoid Factor (Latex) was negative in all cases. 
The only significant finding on radiology of the joints was osteoporosis. 
All 42 patients were put on NSAIDs and antituberculous treatment 
with prompt resolution of joint symptoms and signs seen in periods 
ranging from 1 to 3 weeks. Tuberculous Rheumatism is a definite entity 
and needs active consideration in patients with short duration of joint 
symptoms with obscure aetiology. 


Key word: Tuberculous rheumatism, Madras. 
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In 1864 CHARCOT described cases of 
polyarthritis who later on died of tuberculosis. 
However it was Antonin Poncet who gave the 
first detailed description of this entity and 
coined the term tuberculous rheumatism. His 
attention was drawn to this condition when he 
observed frequent attacks of acute polyar- 
thritis in a 15 year old boy who suffered from 
a suppurating tuberculous hip.' Since then 
many reports of this condition have appeared 
in the literature, but yet there remains some 
controversy over whether the association is 
real or fortuitious and acceptance as a form of 


THE ANTISEPTIC 333 


reactive arthritis is controversial. Tuberculous 
rheumatism has been touched upon in Indian 
reports??? but in recent standard Textbooks of 
Rheumatology only a passing mention is made 
about this condition. 


Aim: 


To study the full clinical spectrum of tuber- 
culous rheumatism as seen in the Department 
of Rheumatology, Madras Medical College. 
Our definition of tuberculous rheumatism 
(Poncet’s disease) is acute articular involve- 
ment in a patient with extra articular tuber- 
culosis and no evidence of bacteriological in- 
volvement of the joint themselves; and this 
was similar to that of Issacs et al.' As per the 
inclusion criteria the study accepted 1) subjects 
who reported to the Rheumatology OPD with 
articular symptoms of less than 6 months dura- 
tion; 2) who on further investigation had con- 
firmed active extra articular tuberculosis; 3) 
with no other clinical or laboratory features of 
any other systemic connective tissue disease 
and 4) who showed prompt resolution of joint 
findings with no residual deformity on anti 
tuberculous therapy and initial NSAID. The 
study excluded the following patients: 1) Those 
already diagnosed as having tuberculosis and 
started on anti TB drugs before onset of articu- 
lar symptoms; 2) patients with tuberculous 
synovitis; 3) subjects with septic arthritis and 
4) patients with other connective tissue dis- 
eases and diabetes. 


Materials & Methods: 


In this retrospective study over a 15 year 
observation period (1974 to 1988) of the 19,915 
registered cases of arthritis 42 subjects con- 
formed to the diagnosis of Poncet’s disease. 
These cases were studied in detail clinically 
and our results are presented here. The inves- 
tigations included complete blood counts, 
routine biochemical parameters, Mantoux 
with 10 units of Purified Protein Derivative 
(PPD); Rose Waaler (RW); Rheumatoid Fac- 
tor (RF Latex); Flourescent Anti Nuclear An- 
tibody (FANA); C.Reactive Protein (CRP); 
Anti Streptolysin O titre (ASO), VDRL, 
Widal, Brucella Antibody titre, Throat and 
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urine culture and sputum for AFB. X rays of 
the chest (CXR) and pelvis were taken in all 
cases; whereas that of the involved joints were 
done only in indicated cases. Synovial fluid 
was studied for cytochemical, immunological 
and bacteriological alterations and synivial tis- 
sue as well as lymph node biopsy were done 
in indicated cases. 


Results: 


In our Centre there were 42 cases of Pon- 
cet’s Disease out of 19,915 registered cases of 
arthritis seen over a span of 15 years; working 
out to an incidence of 0.23%. There were 23 
males and 19 females with M:F ratio of 1:0.8. 
The age of the subjects varied from 9 to 68 
years with mean age of 32.8 years. ARA func- 
tional classification placed 36 cases in Class II 
and the remaining in class I. The duration of 
arthritis was 2 to 20 weeks with mean of 9.2 
weeks and fever at onset was present in 30 out 
of 42 (70%) with history of weight loss in 11 
(26%) subjects. 


The commonest form of presentation seen 
was subjects with acute, additive and symmet- 
rical polyarthritis. This was seen in 29 (70%); 
followed by oligoarthritis in 8 (19%) and 
monoarthritis in only 5 (11%) of cases. Syno- 
vial hypertrophy and early morning stiffness 
were insignificant in all subjects and none had 
evidence of tenosynovitis. Details of articular 
involvement are shown in figure-1. Pulmonary 
tuberculosis was detected clinically in 26 (62% ) 
with 4 (9%) subjects having pleural effusion. 
Cervical lymphadenopathy was seen in 11 
(26%) of whom 3 (7%) had axillary lymph 
node enlargement also. Lymph node biopsy 
showed tuberculous pathology in 9 out of 11 
and was nonspecific in 2 out of 11. Phlyectenu- 
lar conjunctivitis was seen in 6 (14%) whereas 
iridocyclitis was there in 8 (19%). A combina- 
tion of pulmonary tuberculosis and lymph 
node involvement was seen in 3 (7%) cases . 
only. These non articular features are shown 
in figure 2. No case of Erythema Induratum 
was met with.* 
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Investigation & Results: 


Xray chest showed evidence of tuberculosis 
in 31 out of 42 (73%) whereas the Xray of 
involved joints showed soft tissue swelling in 
26 (62%) and osteoporosis in 11 (26%). No 
erosions or sacroilitis was seen in any case. 


E.S.R in mm. at the end of first hour 
ranged from 30-40 in 4; 41-50 in 8; and above 
51 in 30 cases. C Reactive Protein in mgs% 
was 6-12 in 6; 13-24 in 18; and above 24 in 18 
subjects. Mantoux done with 10 units of P.P.D 
and read in mm. after 72 hours was below 5 
in 5; 5-10 in 8; 11-15 in 18; and 17-20 in 13 
cases with vesiculation in 5 subjects. Serum 
gammaglobulin percentage obtained by elec- 
trophoresis showed values of 15-20 in 6 cases; 
21-25 in 20 and above 26 in 16 cases. 


The knee joint was aspirated in 32 subjects 
and synovial fluid analysis showed features of 
non specific inflammation only. In addition the 
synovial fluid was negative for tuberculous and 
pyogenic organisms on culture. Arthroscopy 
of the knee joint was done and synovial biopsy 
carried out under direct vision in 32 cases, but 
did not reveal any findings on histopathology 
to suggest tuberculosis or rheumatoid arthritis. 


R.W, R.F.(Latex), FANA, VDRL, 
WIDAL, Brucella Antibody Titre, throat and 
urine culture as well as routine biochemical 
values were negative. 


Discussion & review of literature: 


/ 

Іп the 19th Century, French workers drew 
attention to a possible connection between 
tuberculosis and arthritis and in 1897 Antonin 
Poncet gave the first detailed description of 
this disease that bears his name. Although re- 
ports have been published in English, Indian, 
American ':?55.6.79.10 as well as Russian and 
Chinese literature, the existance of this entity 
has been the subject of considerable con- 
troversy. Whether the relationship between 
tuberculosis and arthritis is real or fortuitious 
has been an ongoing debate and both view 
points are available.5 Poncet’s work has gener- 
ated a great deal of confusion, much of which, 


has persisted upto the present day. This must 
be based to some extent, on the fact that on 
the one hand, he would define tuberculous 
Rheumatism as an entity based on the associ- 
ation of visceral tuberculosis with a purely in- 
flammatory rheumatism, and on the other 
hand, he included cases with active tubercul- 
ous involvement of the joints themselves. 


In our study stringent inclusion as well as 
exclusion criteria were applied and 42 cases 
over a span of 15 years were identified as suf- 
fering from tuberculous rheumatism. No sex 
preference was noted, and the mean age of 
onset was 32.8 years. 40 of our 42 cases had 
confirmed extra articular tuberculosis whereas 
2 had Mantoux more than 15 mm. with vescicu- 
lation. Of the 6 cases reported by Mallik et al 
from Chandigarh histologically proven tuber- 
culosis was present in 2 cases; and in the rest 
a strongly positive tuberculin test response has 
been taken as evidence of active tuberculous 
disease^. The main duration of arthritis was 
9.2 weeks. The commonest mode of presenta- 
tion was acute non migratory symmetrical 
polyarthritis involving the larger joints of both 
upper and lower limbs, and was seen in 29/42 
cases. Fig 1 shows that the knee joint was the 
most commonly affected, involving 32/42; with 
the wrist joint being second commonest; seen 
in 13/42 cases. Only mild to moderate func- 
tional disability was seen in our study with 
insignificant synovial hypertrophy and early 
morning stiffness. In fact these clinical features 
are good pointers to a correct diagnosis. Of 
the routine investigations CXR, ESR, CRP, 
RF estimation and Mantoux are sufficient to 
allow a correct diagnosis. In our study CXR 
confirmed pulmonary tuberculosis in 31/42 
cases whereas lymphnode biopsy was diagnos- 
tic of tuberculosis in 9/11 cases in whom CXR 
was normal. ESR was more than 40mm. in 
38/42, Mantoux was diagnostic in 29/42 sub- 
jects and CRP was significantly raised in 36/42 
cases thus emphasising the value of these sim- 
ple and readily available laboratory tests. The 
more sophisticated tests like synovial aspira- 
tion and fluid analysis as well as synovial biopsy 
were only helpful in excluding tuberculous in- 
fection of the joints themselves and also to 
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ARTICULAR INVOLVEMENT IN 
PONCET'S DISEASES 
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rule out rheumatoid arthritis. There were no 
positive contribution by way of culture of the 
synovial fluid, throat swab or urine in any of 
the cases. Similarly in our study the co-exis- 
tence of any other Rheumatological disease 
was excluded by the negative results of im- 
munological tests like R.W, R.F.(Latex) 
FANA etc. 


All our subjects were treated with NSAID 
initially and as soon as diagnosis of tuberculosis 
was confirmed they were started on anti tuber- 
culous drugs (combinations of Inj.Streptomy- 
cin, INH, Rifampicin, PZI and Ethambutol). 
Complete remission with no residual deformity 
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(one of the important inclusion criteria) was 
seen in all our cases within a mean period of 
18.2 weeks. This we feel can be considered as 
a hall mark of this clinical entity. 


The topic of tuberculous rheumatism was 
initially reviewed by Brav and Hench in 1934? 
and they found much of the evidence to be 
contradictory. Following this, debate centred 
on whether tuberculosis was an aetiological 
factor in the pathogenesis of rheumatoid ar- 
thritis, but this is now largely of historical in- 
terest. 


During the post war period allergy to tuber- 
cle bacilli was the favoured hypothesis and Jac- 
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quelin considered hypersensitivity to tubercle 


protein to be the sine qua non of tuberculous 
rheumatism’. Sterile effusions in the pleural, 
pericardial, peritoneal and synovial spaces of 
patients with tuberculosis may reflect a hyper- 
sensitive immune response to tuberculous pro- 
teins. Increased PPD induced reactivity of 
synovial fluid lymphocytes compared with that 
of peripheral blood lymphocytes has been de- 
monstrated and put forward as supportive 
evidende by Southwood and others’. This 
suggests that the CMI response to Mycobac- 
terium tuberculosis was more vigorous inside 
the joints than in the circulation. Holoshitz 
and others have demonstrated antigenic simi- 
larity between a fraction of tubercle bacilli and 
human cartilage". In addition the same group 
of workers have induced arthritis in rats using 
a T Lymphocyte clone that recognize both 
Mycobacterium tuberculosis antigen and anti- 
gen in human synovial fluid and cartilage. 
Based on the fact that antigenic cross reactivity 
betweem Mycobacterial components and host 
tissue exists, sera of patients with active tuber- 
culosis has been shown to contain antibodies 
against nuclear factors, Fc-Portion of IgG, 





NON ARTICULAR FEATURES IN PONCETS DISEASE. 
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DNA, erythrocytes, thyroglobulin and sper- 
matozoa by Shoenfeld et al'^. Also, it has been 
known that the use of BCG as a form of im- 
mune therapy does result in polyarthritis and 
circulating immune complexes that could be 
trapped in the synovium of patients with active 
tuberculosis has been reported by Bhat- 
tacharya et al!^ 


Based on all this it is presently thought that 
a cell mediated cross reactivie immune re- 
sponse to Mycobacterium tuberculosis might 
be the cause of this reactive inflammatory ar- 
thropathy of Poncet’s disease”. As in some of 
the other reactive arthritides a genetic predis- 
position may be required for the rheumatic 
response to tubercle bacilli and this is probably 
why Poncet’s disease is an uncommon compli- 
cation of tuberculosis"? 


Our study confirms that tuberculous 
rheumatism does exist; albeit rare with its in- 
cidence in our centre working out to 0.23% of 
total cases of arthritis clinically the pattern of 
articular involvement was predominently non 
migratory and polyarticular with mild or mod- 
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erate functional incapacity. Small joint in- 
volvement of the hands simulating rheumatoid 
arthritis has been reported? However іп our 
study large joint involvement was seen to be 
more common. Poncet’s should be considered 
as a form of reactive arthritis. This condition 
is essentially benign with none of the compli- 
cations or sequelae of rheumatoid arthritis or 
any of the seronegative spondarthritides, and 
merits active consideration in their differential 
diagnosis. For making a diagnosis of tubercul- 
ous rheumatism active articular tuberculosis 
as well as articular complications of some of 
the anti TB drugs needs to be excluded. Of 
the 15 patients of tuberculous rheumatism de- 
scribed by Gilberto S Novas et al, 5 of them 
had arthritis preceded by anti tuberculous 
treatment (I.N.H Rifampicin, Pyrazinamide) 
and a query whether the arthropathy is reactive 
to active tuberculosis or drug induced has been 
raisedP^. This has been avoided in our study. 


Tuberculosis is still common in our country 
and in cases of polyarthritis where aetiology 
is obscure Poncet's disease should be actively 
considered. More work needs to be done re- 
garding the immunology and aetiopathogene- 
sis of this interesting clinical entity which is 
fast nearing a century since its first detailed 
description. 
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fisthmatics benefit from controlled-release drugs: Leading respirologists from Europe and 
the USA suggest that a controlled release 8-agonist can be advantageous in the treatment 


of asthma. 


These drugs prolong effectiveness and maintain optimal blood or tissue concentration 
giving maximum therapeutic effects with the fewest adverse reactions. 
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A Study of topical sisomicin sulphate in 


folliculitis 


Jayakar Thomas, Parimalam S., Prabhavathy D., Muthuswami T.C. 


Folliculitis is one of the common der- 
matological problems, usually of bacterial ori- 
gin which may be acute or chronic and super- 
ficial or deep. 


Acute : 
Superficial - Bockhart's impetigo 
Deep - Furuncle 


Chronic : 
Superficial- Acne varioloformis 
Acne necrotica miliaris 
Deep - Folliculitis barbae 
- Folliculitis decalvans 
- Folliculitis keloidalis 
nuchae 


The infecting organism has almost always 
been staphylococcus either aureus or 
pyogenes. The role of seborrhoea (in sycosis 
barbae), fatigue, emotional stress, septic foci 
and underlying systemic diseases like diabetes 
mellitus and malignancy in precipitating, re- 
lapse or chronicity remains controversial. The 
significance of raised or lowered immunog- 
lobulin levels and compliment!’ is not clear. 


Various modalities of treatment like shake 
lotions (containing Alum and lead subgalate), 
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antibiotics either topical or systemically and 
even PUVA? have been tried. All said and 
done, control and complete cure ef pyogenic 
folliculitis still is a challange to the specialists 
because of the frequent recurrence after stop- 
page of medication. 


A trial was conducted to study the effect 
of sisomicin cream on folliculitis (sycosis bar- 
bae (SB) Bockharts impetigo (BI) 


Meterials and Methods: 


24 male patients in the age group between 
16 and 60 years, 7 with SB and 17 with BI 
were selected. Other causes of folliculitis (like 
fungal and syphilitic) were excluded. The pus 
was sent for culture. Extent of the lesions and 
percentage of follicular involvement were 
noted. All of them were given sisomicin cream 
to be applied once a day at night after washing 
clean the area with soft soap and water. No 
other medicine was prescribed except tablet 
avil for those who had disturbing itching. 


Patients were reviewed every 10 days for 
a minimum of 2 months and the following clin- 
ical parameters noted. 


Extent of lesion 


Follicular involvement (resolution of old 
and appearance of new lesions) 


Scaling 
Erythema 
Pigmentation 
Signs and symptoms of sensitization 
Patient compliance. 
Observation: 


Complete clearance was observed in all the 
patients with SB between 20 and 30 days 
whereas in those with BI only 3/17 showed 
complete clearance in 20-30 days and 10 in 
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50-60 days; 2 showed improvement but did not 
have complete clearance and in 2 patients, the 


disease could not be controlled with sisomicin - 


alone and were put on systemic antiboitic in 
addition. Appearance of new lesions during 
treatment was a common observation is most 
(13/17) of those with BI as against in none in 
SB. 


Recurrence was observed in all of them 
after 2-3 months in SB and 10-50 days in BI. 


There were no side effects like burning, 
erythema, undue pigmentation and the inci- 
dence of sensitization was nil. 


Topical sisomicin was more effective in SB 
with a quicker control and prolonged remission 
period when compared to BI. 


Comment and Conclusion:- 


The thin skin of the face and increased vas- 
cularity may be the reason for raising the local 
concentration of the drug to have a better ef- 

* * * 


fect in SB though the whole depth of the fol- 


licule is involved. 


Ensamycin (sisomicin) can be used safely 


for control of folliculitis though one has to 


supplement with svstemic antibiotics if the con- 
dition demands. 
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* * * 


There is a general tendency affecting all grades of people toward that which will 
create a sensation, and the advancement of science having disturbed very materially our 
old creeds, and looking around for others, we have been disposed to accept those which 
seem newer and which possess a larger amount of the marvellous. The old-time doctor 
is passing away, and in his place we have the up-to-date medical man who, having 
imbibed his share of the spirit of the times, is losing in many respects more than he 
gains. In many families there is no longer the old family physician; neither do there exist 
those ties which should exist between the medical man and his patient. On the part of 
the physician his desire to grow rich rapidly had led him into many pitfalls, and has often 
stranded him and lost him in the driftwood of the unplace and unknown. Business ways 
and business means of being brought into the profession. The public are indebted to 
the medical profession, not only for the care and attention which they receive from them, 
but also in the security in which they are living from the ravages of contagious diseases. 
It is to him they turn when cholera is at their doors, when diphtheria is in their houses, 
and when contagion is abroad in the land; but this is all forgotten when the fruits of his 
labors are reaped. It is his work which constitutes the true charity of the world over. The 
most laborious work is none too hard for him, and the best years of his life are often 
given in his efforts to assist humanity, and his reward lies in the empty glory of a discoverer. 


The medical man is expected to protect the public from the ravages of disease when 
called upon as a citizen, and it is his duty os o citizen to respond to these calls without 
any compensation, if need be; yet when they come to the public through their constituted 
legal societies they have to fight every step against obstacles ploced in their pathway 
by the very public who so willingly accepts so much from them. 


(Trans Med Soc State NY 1898: 43-48) 


(New York State Journal. of Medicine Rugust'89 Volume 89, No.8) 
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Keeps The Patient Alert & Active 
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Bromhexine hydrochloride BP: 4 mg Bromhexine hydrochloride BP: 8 mg 
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Presentation : Each tablet containing 50 mg of Camylofin 
dihydrochloride in foil pack of 10 tablets. 


Full prescribing information available on request. 


Manufactured in India by 


Lope ОНОКТОШ QD 
LABORATORIES HD 
ASTA | Ат [E AG 
zia" | Frankfurt, W. ASTA PHARA ла 


THE ANTISEPTIC JULY 1990 A18 





SLYVWO 


EAR DROPS 


2 yoto cin 





(tyrothnicin, antipyrine. hexylresorcinol and репгосате. MSD) 








the ideal 


e ANTIFUNGAL 
e DECONGESTANT 
| e ANALGESIC 
e ANTIBACTERIAL 
e SOFTENS EARWAX 








For Versatile 
Relief, Ear 
after Ear 


ELIXIR 





-G-PHOS 


h The Good Health Tonic- 
| Trusted for years 





® Improves appetite 

* Removes fatigue 

® Brings vitality 

® Helps lead an active life 


ELIXIR 


B-G-PHOS. 





(Тоок containing glycerophosphates, minerals and Vitamin B-complex x factors. fortified with vitamin B12. MSD) 


]. 3» 
25 : 8 -i 
AÍ Tere - if cud ur і ue E 


MERIND LIMITED, New India Centre, 17 Cooperage Road. Bombay 400 039 « Trademark 


THE RETURN 
OF THE 
GIANT 
GERM- 
KILLER 


Dettol 5 litres is freely 
available once again. 


General disinfection in ward and 


Dilute 1 in 40 
theatre; hands; face masks 
Antisepsis in obstetrics and midwifery Dilute 1 in40 


Wound disinfection, abscesses, boils, Dilute 1 in 20 
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Prepartum sterilisation of perineum by 
Parachlorometaxylenol solution (Dettol) 


Mukerjee K., Gupta J.K. 
Introduction 


Despite constant exposure of human skin to potentially pathogenic 
micro organisms, frank infections follow only rarely. Several host and 
environmental factors help but one factor related to the agent is of 
crucial importance. The micro organisms present on the skin may only 
be transient or accidentally present in contrast with those normally 
colonised or resident as they multiply on the site. This is clinicaliy 
important as transient bacteria can be removed by simple physical mea- 
sures such as washing. When they become established the resident flora 
may, however, require application of an antiseptic solution (Lowbuty 
etal 1960,1964). 


The evidence on the efficiency of the antiseptics may be obtained 
through invitro experiment but these do not reflect the actual environ- 
ment of the skin. Clinical studies may therefore provide more accurate 
answers. 


The present study was carried out to study the efficiency of Dettol 
against water with 1% soap solution in achieving antisepsis of the 
perineum at the episiotomy site. 


Patients & Methods : The bacterial population was estimated by 
; taking samples from the episiotomy site (A 

| The patients were selected from the out- and the contralateral site (B). (Figure 1) SS 

door and indoor Departments of Obstetrics | 


and Gynaecology at Kamala Nehru Memorial 
Hospital. One hundred consecutive female pa- 
tients under labour who required episiotomy 
were selected. Patients with complicated pre- 
gnancy or diabetes and those on antibiotic 
treatment for 72 hours preceding labour were 
excluded from the study. 
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Serna: aS 
CONTROL TEST 
SITE SITE PROB 
(Water) (5%Dettol) ^ Level 
See DONE ico ceo na etae oet 


Mean post/pretreat- 
ment% 


The bacterial samples were collected by a 
velvet pad. For this purpose a velvet pad 2 cm 
X 2 ст was attached to one end of a weoden 
rod was used. The velvet pad was first applied 
to the sampling site and then impressed on a 
culture plate containing horse blood nutrient 
agar [see figure 2 (areas А & В)). Test site 
(A) was then washed with Dettol solution 5% 
25.ml and control site (B) with distilled water 
25 ml each agent in three cottonwool swabs. 
After 3 minutes these sites were resampled 
Figure 1 area a & b and impressed on agar 
plate Figure 2 area A & B respectively. 


67.6% 174% р<000 


Medium % reduction in 


count 33.3% 


85.8% p«0.001 


Colony counts for each patient pre-treat- 
ment - teat area (A) and Control (b) and post 
treatment - test area (a) and Control (b) were 
. counted. 


Bacterlal Sampling .. The following groups of organisms were 


озы aided dé analysed separately and combined : 
A - Sampling 


B - Sampling from contralateral site Group | 


Ue айа. n of ' E 
а - Sampling after application о = Ms Et UR 
antiseptic solution A . Esch. coli 

2. Strep, faecalis 


т after application of , 
Bloodagar culture iore eg 2223. Staph aureus 


2224, Pseudo-aeruginosa 


Lecithin and Tween were incorporated as - 


antiseptic neutralisers in the agar. A pilot study 


on 10 patients carried by us earlier confirmed - 
that these agents did not affect the results as | 
the culture medium itself neutralised any small _ 


amount of antiseptic carried over on the pads. 


2 


The culture plates were incubated at 37°C _ 


y 


for 24 hours. The number of colonies were __ 


counted in each of the areas A,B, a & b. © 12; 
Results 


Efficacy of the antiseptic solution was as- - 
sessed as follows : 
» 


I. Comparing post-treatment/pre-treatment 
ratios i.e. a/A and b/B using a two way analysis 
of covariance with patient and treatment ef- 
fects and including the pre-treatment count as 
a covariate. 


П. Comparing the percentage reduction in col- - 
ony count between treatments using Wilco- 
xon's matched pairs signed ranks test. 


An overall summary of the results under I 
`& II above is shown as follows : 
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5. Staph.albus 
6. Other streptococci 


3 i.e.Strep.non haemolyticus 


Strep. haemolyticus 


7. Other gram-negative bacteria 


i.e. Kleb.aerogenes 
Proteus mirabilis 
Proteus vulgaris 


Lax 


VM These analysis gave the following results : 


221. There was по statistically significant 


covariate effect due to variations in the pre- 
treatment count in any of the organism groups 
or for the combined data. 


The treatment comparison using post- 
treatment/pre-treatment ratios showed a sig- 
nificantly lower ratio with the Dettol solution 
in all organism groups and overall (p<0.001 
in all cases). See Table 1. 


The overall analysis also showed that the 
treatment difference and the level of the post- 
treatment/pre-treatment ratio for each treat- 
ment was consistent over all groups. A residual 


plot confirmed the validity of the parametric 
analysis. 





JULY '90 . 


Table 1 of reduction in count against the pre-treatment 
level suggested that the precentage reduction 
Prepartum Antisepsis by Dettol Solution was reasonably consistent within cach treat- 
| ment over the range of counts recorded. This 
o, paramenter was therefore used to compare 
Post-Treatment/Pre-Treatment treatments. Again, a large difference was de- 
— tected overall (р=0.0001) and within each of 
Control | Test No. the organism groups p<0.01, with only two 
Patients ^ patients (nos.29 & 32) showing a greater % 
ТЕ ік reduction in count from the control area com- 
Strep. Faecalis : joie. pared with the test. Comparisons were made 
Staphaureus . 215 using Wilcoxon’s matched pairs signed-ranks 
Pseudo. Aeruginosa 146 — И tests. 
Staph. Albus i 5.8 724 ж. 
Other Streptococci 20.4 0 The results are summarised in Table 2. 
Other Gram-negative Y 
Bacteria 67.5 20.0 Discussion 
aue. | g» mec S Antiseptics are generally believed to pos- 
| sess ап important role in control and spread 
* — includes counts on two organisms for patients 55, 57,73 &84 ОЁ infections at home and in hospital environ- 
E . . ments. Their routine use preoperatively arises 
II. Although pre-treatment counts for the test from such intention. The scientific basis of such 
area were significantly higher than correspond- usage has been explored by both invitro and 
ing counts for the control (p=0.0001 Wilco-  invivo tests. A variety of test tube techniques 
xon's matched-pair, signed-ranks test), a plot are used Rideal Walker (1921), Chick Martin 


Table 2 


Prepartum Antisepsis by Dettol Solution 


% Reduction in Colony Count 
5 ЖЕ? Number of Patients 


% Reduction Each.Coli | Strep. Faecalis [ Staphaureus Pseudo. Aeruginosa 


Test Control Test Control Тея Control Test Control 
-1010-0.1 
0109.9 
“1010199 
20to 29.9 
30 to 39.9 
40 to 49.9 
50 to 59.9 
60 to 69.9 
70 to 79.9 
80 to 89.9 
90 to 99,9 
100% 


Total Patients 


Median 
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Number of Patients 


% Reduction Staph. Albus Other Streptococci Other gram-neg.bact All Organisms 
Test Control Test Control Test Control Test Control 
-10to —0.1 1 
0109.9 1 1 7 
1010 19.9 2 l 2 20 
20to 29.9 2 3 1 16 
301039.9 1 2 3 4 20 
40 to 49,9 3 3 1 1. 19 
5010 59.9 2 1 12 
6010 69.9 1 2 l 2 8 5 
70to 79.9 2 3 18 
80to 89.9 2 1 3 30 
90to 99.9 2 1 1 19 
100% ^ 3 1 18 
Total Patients 8 8 10 10 10 10 100* 100* 
Median 97.5 35.3 79.7 34.9 81.6 33.3 85.8 33.3 


/ 


* Counts on two organisms are included for 4 patients (Nos 55, 57, 73 & 84) 


Test (1938) and Kelsey Test (1965). Antisep- 
tics should be tested on the site of the intended 
use to simulate body conditions. These tests 
may use either artificially contaminated skin 
or by isolation of naturally occurring transient 
or resident bacterial flora of the skin. The iso- 
lation techniques may be by scrubbing, swab- 
bing, adhesive tape stripping, contact plate or 
by velvet pad as in the present study. 


Invitro laboratory tests are usually de- 
signed with standardisation and reproducibil- 
ity in mind. Temperature, pH, dilution, con- 
tact time, microbial resistance, chemical disin- 
tegration and presence of organic matter can 
profoundly affect the ability of an antimicro- 
bial agent to destroy the target organism. 


These methods give differing levels of yield 
but when the purpose is to compare more than 
one agent, a clinically convenient and easily 
reproducible method is likely to be better 
suited. 


The present study was concerned with iden- 
tifying the nature of resident flora of the 
perineum under the conditions expected be- 
fore an episiotomy with a view to ascertain if 
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an antiseptic usage is more effective than plain 
water or sqap solution scrubbing. 


The study compared the results of two com- 
monly used methods of obtaining antisepsis. 
The superiority of using Dettol solution was 
quite apparent. Similar results have been ear- 
lier reported when this antiseptic was used in 
perineal disinfections (Byatt & Henderson) 
where Dettol in water/alcohol achieved 77 to 
100% reduction in bacterial population against 
24% with water. 5 


In another method of collection of micro- 
organisms from perineum during labour Webs- 
ter M.R.(1977) used dip slide technique. De- 
ttol was used in concentration of 2.5%. A sig- 
nificant reduction in the number of bacteria 
on the perineum between admission and deliv- 
ery was achieved in all the patients. 


Conclusion 


The efficacy of Dettol solution based on 
the results of this study appears conclusive, 
with a highly significant reduction in both the 
pre-treatment ratio and the percentage reduc- 
tion in colony count compared with water. 
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Angiotensin-converting enzyme inhibitors and cough 


Captopril and enalapril, both ongiotensin-convertiag enzyme (ACE) inhibitors, are 
rapidly becoming important modalities in the management of hypertension and cardiac 
failure. Both, however, are prone.to produce cough and other respiratory side-effects; 
1-4% of patients оп enalapril and 0.5-2% on captopril may be affected, and of these 
some 1% may have to discontinue taking the ACE inhibitor. 


The cough is usually of a non-productive nature, occurs predominantly at night, and 
is commonest in patients with coexistent obstructive pulmonary disease. The cough is 
generally not associated with other respiratory symptoms, although dyspnoea and wheez- 
ing have also been reported. It is reliably reversible on dis¢ontinuing the ACE inhibitor, 
if it is indeed drug-induced. ы congestion has also been reported. It has been 


suggested that kinins or certain 


ostaglondins in the respiratory tract that accumulate 


secondary to ACE inhibition may be responsible for the cough and nasal congestion. 
Laryngeal oedema and bronchospasm have also been reported. Concomitant therapy 
with a non-steroidal anti-inflammatory agent such as sulindac appears to minimise cough 
in some reactive patients, but the wisdom of such combined therapy is questionable in 
view of the fact that the contro! of hypertension and cardiac failure, as well as renal 
function, may be seriously compromised with this combination. 


if the patient’s hypertension and cardiac failure are being well controlied on either 
captoprilor enalapril, and respiratory irritation Is not unduly worrying, the patient should 


be encouraged to persist with the drug. 


Awareness of the possibility of cough and other respiratory tract-related symptoms 
as a consequence of ACE inhibition should prevent unnecessary recourse to investigations | 


in affected patients. 
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Clinical improvement after one week 
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Tinea Versicolor ES. 
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PRESCRIBING INFORMATION 


COMPOSITION 

Each gram of cream contains : 

Ciclopirox Olamine U.S.P. ....... 10 mg. 
INDICATIONS 

All fungal infections of the skin 

DOSAGE AND APPLICATION 
BATRAFEN CREAM should be applied 
gently to the infected area twice 

daily and allowed to dry. Treatment should 
be carried out until the symptoms have 
subsided and should be continued 

for a further 1-2 weeks to prevent relapse. 
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the cough syrup that brings 
relief to patients of all ages ... 


ADVANTAGES: 


No addiction or habit formation since it does not contain any morphine 
derivative. 

No drowsiness. 

Can be safely administered to cardiac patients, since it does not contain any 
sympathomimetic drug. 

Safe - can be administered to infants, children and pregnant women. 
Pleasant taste-hence easy acceptability even in children. 

Economical 

Because of the wide variation in the clinical picture of cough, it is impossible to 
sie gen any one drug as the sole drug of choice for the treatment of all 
coughs. 


Modell, Drugs of Choice, 1966-67. 


INDICATIONS: 

Inflammatory catarrhal conditions of the respiratory tract. 
Common Cold € Naso-respiratory allergy € Laryngitis е Bronchitis 
9 Rhinopha is € Bronchial Asthma 

Bronchi Influenza € Smoker's Cough 

Irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etioiogy 


DOSAGE: Adults: 1-2 teaspoonful two or three times a day. 
Infants & Children: 1/2 to 1 teaspoonful two or three times a day. 


Packing: Bottle of 100 mi. 
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“Xeroderma pigmentosum in siblings presenting 
with multiple skin malignancies" 
Norman O’Neil Machado, Santosh Pai U. 


Abstract 


Xeroderma Pigmentosum (XP) is a rare autosomal recessive disease 
characterised by extreme cutaneous photosensitivity at wavelengths of 
280 to 310 nm., early development of cutaneous malignancies of ectod- 
ermal and mesodermal origin, severe ophthalmologic abnormality and 
often early death. We are presenting here a case highlighting these 
characteristic findings in siblings of consanguinous parents. 


Key Words: Xeroderma Pigmentosum. Skin Malignancies. Photophobia. 


Introduction 


Xeroderma Pigmentosum (XP) was de- 
scribed almost a century ago by Hebra and 
Kaposi (1983). XP was the first human disease 
to be associated with a defect in repair of dam- 
age to DNA". Individuals of all races have 
been affected, the disease being specially pre- 
valent in Japan‘) and in Egypt. Desanctis 


and Cacchione (1932)? presented a syndrome . 


which consists of xeroderma, microcephaly, 
mental deficiency, dwarfism and gonadal 


hypoplasia. 


Case Report 


Two siblings, a son and a daughter of con- 
sanguinous parents presented with multiple ac- 
tinic keratotic lesions since the age of 2 years. 
They had associated severe photophobia and 
excessive lacrimation. They presented to us 
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one year ago with a history of some of the 
freckles on the face having ulcerated and of 
Jate had increased in size. The boy was 10 
years and his sister was 8 years old at the time 
of admission. There was no similar history in 
the parents. On examination, multiple actinic 
freckles all over the body, predominantly on 
the face, some of which had ulcerated were 
found (Refer Figs-1 & 2). The ulcerated lesions 
were excised in both of them, which were re- 
ported as basal cell carcinoma. Six months 
later, the boy presented again with ulcerative 
lesions on his leg and face, the lesions on the 
face were reported as basal cell carcinoma and 
those on the leg as squamous cell carcinoma. 
Two weeks ago, the boy presented with 
another ulcerative lesion on his face and neck 
which was excised and reported as malignant 
melanoma. The sister did not have any ulcerat- 
ing lesion during the past 1 year. 


Discussion 


This rare pigmentary and atrophic disease 
begins in childhood and progresses to early 
development of senile changes in the sun ex- 
posed skin, which consists of ephelides, telan- 
giectasis, keratosis, papillomas, carcinoma and 
melanoma. The regions most affected are the 
sun exposed areas such as the face, neck, hands 
and arms, although a few lesions may appear 
on other areas. The lesions are worse on the 
face, particularly around the nose and eyes. 
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Photograph of the boy showing multiple actinic 
keratotic lesions with ulceration near the eye. 











As a rule, owing to coalescence of the freckles, 
the entire face is covered with pigmented spots 
of various tints of brown, mingled with white 
atrophic patches and telangiectasis. Actinic 
keratosis, vascular tumours, basal and squam- 
ous cell carcinoma and melanoma (^ are seen 
as in our cases. The tumours are usually ulcer- 
ated and crusted. The eye symptoms consist 
of photophobia, lacrimation as early symptoms 
followed by keratitis with resulting opacities 
and tumours of the lids and cornea giving rise 
to.loss of vision, so that schooling and games 
become impossible and the child becomes pit- 
iably withdrawn. It can be associated with 
other diseases like porphyria. Several siblings 
can be affected as in a case of Lynch et al(9), 
where a family with 5 of the 7 siblings were 
affected. 


XP results due to an altered reaction of the 
epidermis to light. The main biochemical de- 
fect is a failure to repair ultraviolet induced 
DNA damage. Cleaver’ has shown the pre- 
sence of genetically determined biochemical 
mechanisms that repair sunlight damaged 
DNA. In SP, the sun light damaged DNA 
strands in the skin cells cannot be repaired 
because of the deficiency of endonuclease. 
This deficiency is probably hereditary. En- 
donuclease is required for DNA polymerase 
to repair the DNA strands. 


The treatment of this condition includes 
avoidance of exposure to sun light, topical ap- 
plication of 5-FU to actinic keratotic lesions 
to prevent its malignant transformation though 
it may be refractory to it later, and removal 
of carcinoma at early stage. Repavement of 
the facial sun exposed areas with normal skin 
has been helpful. Though there are varying 
degrees of severity of the disease, the mild 
forms are rarely seen. Death usually occurs in 
adulthood due to metastasis from malignant 
lesions. 
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information to be given to the patient Cholestesol Lower diet 
| Margarine - Flora, soya 


Full cream milk : J. Skimmed or semi-skimmed milk 
Coffee whiteners е жуыр aS 
Hard cooking fats | | . Cornoil, sunflowe: oil, soya bean oil, olive oil 
A . forcooking and sdlads. 
Cottage cheese 
. Low fat yogurt 
High fibre-brown bread, cereais porridge 


Restrict 


Eggs to five per week. <= 
Red meat, especially fatty meats, pork pies, mince, saesages, hamburgers (brain, 
liver and kidney are high in cholesterol). Substitute chicken but eat more fish. 


Green vegetables, beans, lentils, fruit, cereals, potatoes (not chips), root vegetables, 
boiled rice. | ue. E bx: 
Houever, not all vegetoble oils are as good as you mat, think. The list below gives 
the various fat contents of commonly used oils: 
Fatty acid composition Saturated = Polysnsaturated 
Butter o OE o. 396 
Beef dripping 45% 4% 
Coconut oil 90% 2% 
Olive oil 15% 12% 
Sunflower oil 14% 52% 
Flora ‚ 13% 42% 
Solid margarine 29% 12% 
Soya 20% 45% 


Remember - less saturated fat, more polyunsaturated fat amd not too many calories. 


(The Fractitioner, Apr.89 Vol.233) 
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(Norfloxacin) 


A distinctive group of highly 
active antimicrobial agents, 
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Superior vena cava obstruction secondary 


to carcinoma cervix 


Shubha S., Urala M.S., Mally A., Dwivedi S. | 


Introduction 


William Hunter (1757) is generally given credit for describing the 
first case of superior vena cava obstruction due to an acrtic aneurysm. 
Since then many other aetiologies for superior vena cava obstruction 
have been reported (Parish et al. 1981). Intrathoracc malignancy ac- 
counts for approximately 97% of all cases of superior vena cava syn- 
drome, of which 75% are due to bronchogenic ca, followed by lymphoma 
(15%) and metastatic carcinoma (7%). Only 3% of cases of superior 
vena cava syndrome are attributable to benign causes such as goitre, 
fibrosing mediastinitis, infectious diseases, luetic aortitis etc. However, 
superior Vena cava obstruction due to gynaecologe malignancy has 
been very infrequently described. Review of literature shows only 4 
cases of superior vena cava syndrome complicating pelvic malignancy. 
This includes 2 cases of carcinoma cervix (Charles and Savage, 1980 
and Wester man et al, 1986) and one each of adenecarcinoma of the 
endometrium and uterine leiomyosarcoma (Joel et al, 1986). We present 
a case in which prompt recognition of gynaecologic malignancy during 
abdominal ultrasound led to the correct diagnosis anc appropriate man- 
agement giving relief to the patient. 


Key Words: Superior vena cava obstruction - Gynaecologic Malignancy Carcinoma 


Cervix. 

Case Report 
A previously healthy 51 years old female 
presented with swelling and constriction of the 
neck of 1 month duration. She also noted prog- 


ressively increasing puffiness of the face 
around the same time. There was no history 
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of dyspnoea, dysphagia, hoarseness of voice, 
visual disturbance and suridor, nor was there 
any fever or weight loss. She attained 
menopause 5 years ago. She emphatically de- 
nied any history of post menopausal bleeding, 
vaginal dischare or any other significant 
gynaecological :ymptoms. 


Physical examination revealed puffiness of 
the face till the root of the neck, oedema of 
both upper arms, and bilateral suffused con- 
junctivae. There was no clubbing, cyanosis, 
jaundice or lymphadenopathy. Distended 
veins were seer over the neck and chest wall 
anteriorly. There were no signs of Horner's 
syndrome. Vocal cords were normal. Both the 
breasts were uniformly enlarged with peau d' 
orange appearance of the skin, but no mass 
was palpable. Respiratory system examination 
revealed left pleural effusion and positive D’ 
Espine sign. Fundus showed venous conges- 
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tion. There were no remarkable findings other- 
wise in central nervous system cardiovascular 
and abdominal examination. 


The haemoglobin was 9 gm% and ESR rate 
102 mm at Ist hr. Renal and liver parameters 
were normal. Chest X-ray showed left pleural 
effusion without any mediastinal widening. 
Pleural aspirate was an exudate and pleural 
biopsy was normal. Thyroid scan and mam- 
mography were normal. Ultrasound of the ab- 
domen done to exclude lymph node lesions 
showed mass in the cervix and mild hydronep- 
hrosis on the left side. At this stage detailed 
gynaecological examination revealed an ul- 
cerative growth arising from the cervix, distort- 
ing the os and involvement of parametria upto 
the pelvic wall; as well as the rectal wall - 
signifying carcinoma cervix stage IV B. Biopsy 
from the growth showed poorly differentiated 
squamous cell carcinoma. 





Fig. 1. 


Superior vena cavogram shows obstruction of 
_ right subclavian and left innominate vein. Right 


Superior vena cavogram (Fig 1) showed 
obstruction of right subclavian ang lefti innomi- 





azygos and нала, system In addition i in- < 
ternal jugular vein on the right side appeared 
to be compressed by lymph nodes. 


The patient was treated with steroids and 
chemoradiopathy. Features of superior vena 
cava obstruction responded dramatically fol- 
lowing the above treatment. 


Discussion 


The possibility of superior vena cava syn- 
drome complicating carcinoma cervix was 
overlooked initially in the present case because 
of her emphatic denial of any gynaecological 
symptoms on repeated questioning. However, 
detection of a mass lesion in the cervical region 
during a routine abdominal ultrasound promp- 
ted us to do a full gynaecological assessment. 
It revealed a growth in the cervix which turned 
out to be squamous cell carcinoma. 


The resultant superior vena caval obstruc- 
tion in carcinoma cervix is usually due to com- 
pression of superior vena cava or its major 
tributaries by a metastatic lymph node. How- 


\ ever, in certain cases there may be associated 


vena caval thrombosis also (Gomes et al, 
1975). In the present case the obstruction was 
due to a metastatic lymphnode which was pres- 
sing over the right subclavian, right internal 
jugular and left innominate vein. This re- 
sponded well to chemoradiotherapy. Present 
case well illustrates the point that female pa- 
tients with superior vena caval obstruction 
though gynaecologically asymptomatic should 
invariably undergo a detailed gynaecological 
examination lest primary site of malignancy 
may be missed and valuable time and money 
may be lost in trying to find out the primary 
source of malignancy. It should be emphasised 
at this point that careful palpation of the cervix 
and paracervical tissue-is an essential part of 
the routine examination of every female pa- 
tient. It may be that in past a few patients with 
superior vana cava obstruction due to metasta- 





internal jugular vein sarees byalarge (іс disease and a unknown primary might have 
lymph node had a gynaecological malignancy. — 00 
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SELF TREATMENT FOR CANCER 


Interferon is a substance produced by the body as a defence against disease. Some 
years ago interferon was hailed as the new wonder drug for cancer. There are atleast 
three types of interferon and there is new evidence that irterferons may be able to 
inhibit the growth of cancer cells. The alpha interferon variety 5 achieving 70-90 per cent 
response in tuo rare forms of leukamia. Alpha interferon is one of several biological 
therapies being examined following the success of genetic encineering in producing large 
quantities of what is one of a group of substances known as cytokines. Cytokines only 

‚ Seem to affect rare cancers at present but it is hoped they may eventually be able to 
treat more common cancers. Cytokines are naturally involved in the body's fight against 
disease. Giving cytokine therapy to people with cancer coud provoke an immume re- 
sponse to the tumour, regulate the growth of cancer cells or*kill them directly. 


(Spectrum 1989/No.219/1) 
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The seven warning signals of cancer: no 
1. A sore that does not heal 
2. Unusual bleeding 
3. Lump in breast or elsewhere 
4. Indigestion or difficulty in swallowing 
5. Change in mole 
6. Chronic cough or hoarseness of voice and 
7. Change in bowel habit 


Ref: Indian Л. of Cancer, June "89 
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relief of cough and cold. RECOMMENDED DOSAGE: Adults and children over 12 years: 1-2 
teaspoonsful (5-10ml) every 6 hours. Children over 6 years: '/;-1 teaspoonful (2.5-5ml) every 6 
hours. Children from 1 to 6 years: '/, - '/; teaspoonful (2.5ті) every 6 hours. 
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Hairy cell leukaemia in Childhood: A case report 


Sushil Kumar, Pawan Sood, Jain U.K. 


Summary 


A case of “Hairy cell leukaemia” (HCL) presenting as pneumonitis 
in childhood is reported. The disease is virtually unknown in childhood. 
Relevant literature has also been reviewed briefly. 


Key Words: Hairy cell leukaemia, Hairy cells, Leukaemia. 


Hairy cell leukaemia (HCL) is a lymphoid 
neoplasm characterised by splenomegaly, pan- 
cytopoenia and presence of typical malignant 
cells, “Hairy cells’, in peripheral blood and/or 
bone marrow. The term hairy cell was 
suggested by Schreck and Donelly (1966)!. 
HCL was considered a rare disease until 
Bouroncle et al (1958)? published a report of 
26 patients as leukaemic reticuloendotheliosis. 
This disorder has been established to consti- 
tute 2% of all leukaemias and was originally 
referred to as leukaemic  reticuloen- 
dotheliosis?. However, the term hairy cell 
leukaemia is now widely accepted due to the 
presence of characteristic cytoplasmic projec- 
tions in these leukaemic cells. With the availa- 
bility of specific cytochemical techniques the 
diagnosis of HCL is becoming more common 
and number of reports are now available; nine 
cases of HCL could be traced so far from India, 
none of which is in paediatric age group, hence 
the present report. 

Case Report 


A seven year old male child was admitted 
to this hospital with high grade fever for one 
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day, pain in lower left part of chest and epigas- 
trium and breathlessness for the last twelve 
hours. On exammation he was found to have 
pulse rate - 132/minute, respiratory rate - 41 
minute, and 103°F temperature, blood pres- 
sure was 110/80 mm of Hg. He was severely 
anaemic and generalized lymphadenopathy 
was present. Exemination of respiratory sys- 
tem revealed dim nished movements, dullness, 
increased vocal f-emitus, bronchial breathing 
and increased voeal resonance along with cre- 
pitations in the left scapular region. Firm en- 
larged spleen of € cms below the costal margin 
and enlarged liver of 5 cms in mid clavicular 
line below the ccstal margin were observed. 


X-ray chest PA view showed opacity at 
lower left lobe ог lung. Haematological find- 
ings revealed a tetal leucocyte count of 4800/ 
cmm with polymcrphs 63%, lymphocytes 36% 
and eosinophils 0-76, platelet count was 60000/ 
cmm and Haemeglobin 4.2 gm%, ESR was 
30mm for first hour (Wintrobe). General 
blood picture revealed fair number of lympho- 
cytes with moderate amount of pale blue 
cytoplasm and irsegular cell membrane show- 
ing hair like cyteplasmic projections (see fi- 
gure), nucleus oecupied approximately 2/3 of 
the cell with 2-3 nucleoli. Bone marrow aspira- 
tion'yeilded dry ғар. A diagnosis of HCL was 
established by strong acid phosphatase activity 
resistant to tartrate, shown by hairy cells. 


Initially the patient was treated with the 
adequate doses ОЁ crystalline penicillin and 
gentamycin pareaterally, along with suppor- 
tive measures forpneumonitis. As soon as the 


diaonncic nf HOCE wae eanfirmed adriamucin 
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. Microphotograph showing a hairy cell in phripheral 
blood smear (X 700; Leishmann's stain . 


18 mg single dose slow intravenously was also 
given; splenectomy was planned. However, 
the general condition of the patient deterior- 
ated and he died on 9th day after hospitaliza- 
tion. Necropsy was refused. 


Discussion 


In view of respiratory examination and 
radiological findings, the diagnosis of 
penumonitis was entertained but further inves- 
tigations confirmed the diagnosis of HCL com- 
plicated with penumonitis. HCL is usually seen 
over the age of 40 years with definite male 
preponderence and this is virtually unknown 
in children or teenagers^^, but the present case 
was a seven year old child. Opportur istic infec- 
tions are fairly common in НСІ 2° which in- 
clude legionélla penumonitis, toxoplasmosis, 
tuberculosis, atypical mycobacterial infec- 
tions, nocardiasis and pyogenic infections. In- 
fection is a primary cause of death of patient 
with HCL?. The present case was having lym- 
phadenopathy and hepatosplenomegaly which 
is also noticed in the series reported by 
Bouroncle (1979)? and Golomb et al (1978)^. 
In the present case there was anaemia, 
leucopenia and thrombocytopoenia as has also 
been reported by Golomb et al (1978)* and 
Bouroncle (1979)? but none of the cases re- 
ported by Ahuja et al (1986)? had pan- 
cytopaenia. Hairy cells in peripheral blood, as 
in our case are also reported by others^^". 
Bone marrow aspiration often yeilds dry tap’ 
as in our case, but was diagnostic cf HCL in 





material was adequate. Tartrate resistant acid 
phosphatase positivity (TRAP) as shown in 
our case has also been reported by Golomb et 
al (1978)* and Ahuja et al (1986). Uncertainty 
has historically surrounded the cellular origin. 
and stage of differentiation of HCL. Various 
lines of evidence have been used to argue that 
the hairy cell is a monocyte or lymphocyte. - 
Evidence used to support the monocytic nature 
of hairy cells has included the ability to adhere 
to glass and phagocytize later?, the presence 
of their surfaces for cytoplasmic antibodies’, 
the resemblance to monocytes by scanning 
electron microscopy and reaction with an- 
timonocyte antibodies like OKMI'?, How- 
ever, membrane markers, the presence of Ig 
gene rearrangement especially for light chains, 
the demonstration of surface bound monoc- 
lonal Ig and the elaboration of a serum monoc- 
lonal immunoglobulin. M (Ig M) have un- 
equivocally revealed its B cell nature. Rare 
cases of T cell HCL have been described!!. А 
single case of HCL associated with the human 
T cell leukaemia/lymphoma virus has also been 
described’. 


The splenectomy is considered the treat- 
ment of choice^*^", Chemotherapy is usually 
ineffective^^. Alfainterferon is an experimen- 
tal drug which has recently been shown to be 


effective in hairy cell leukaemia. 
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* * * * * * 


Insulin resistance is thought by many to be the primary defe-t that results in non-insulin- 
dependent diabetes mellitus (NIDDM) An implication of this estheory is that prediabetic 
persons have higher serym insulin levels than normal subjects. 


We assessed serum insulin concentrations in a cohort of 1497 nondiabetic Mexican 
Americans, a population at high fisk for NIDDM, according t whether their parents of 
siblings had diabetes. It was assumed tht prediabetic persons would be more likely to 
have strong family histories of diabetes. 


\ 


We conclude tht prediabetic persons, who would be expected to be more numerous 
in kindreds with progressively stronger family histories of diabetes, have hyperinsulinemia. 
This supports the insulin-resistance hypothesis. 


(The New England Jl. of Med. Vol. 320 Feb. 23 1989) 


* * * * * * 


If any eruption (or anaphylaxis) occurs with benzylpenicillin (penicillin C) or 
phenoxymethylpenicillin (penicillin V) other pencililins must notbe prescribed, and urticaria 
(or anaphylaxis) occurring with any penicillin indicates that all »enicillins must be avoided. 
However, non-urticarial maculopapular erythematous eruptiors occuring with ampicillin or 
amoxycillin are not usually true penicillin allergy and may шее specific to the particular 
drug used and other penicillins may be prescribed on another occasion. 


About 10 percent of penicillin-sensitive individuals are als> allergic to othe cephalos- 
porins. 


If a patient says that he is allergic to penicillin you should inquire how he has acquired 
this label. The symptoms he describes may be those of the coedition for which he received 
the particular penicillin, or he may never have actually received a penicillin because some 
doctors loosely refer to all antibiotics as penicillin. If there is ағу doubt regarding penicillin 
allergy, all penicillins should be avoided. 


(The Practitioner, Volume 233,22 February 1989) 


* * * * * * 
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Increased minimum inhibitory concentration 
levels to chemical disinfectants after prolonged 


contact with the same. 


Sivaji Y., Mandal A. 


Abstract | 


Prolonged contact over several weeks made the Bacteria more 
resistant to the disinfectants. This resistance was manifested by two or 
more than two tubes increase in the MIC values. Tae observed change 
was not a permanent phenomenon and was variable in different pas- 
sages. Staphylococus aureus showed i increase in resstance to Indophor, 
Savlon and Tincture iodine. Salmonella typhi showed increase in resis- 
tance to the disinfectants like Cidex, Iodophor and Tr. iodine. In Es- 
cherichia coli, the increase in resistance was observed to Cidex and 
Savion, while in Serratia marcescens and Pseudomonas aeruginosa the 
increase in resistance was seen to Dettol, Savion and Tr.iodine. 


Introduction Ж; peo Es E i E: 
The existance of naturally resistant strains | 
(Harde and Jockson 1918) and the possibility 


of inducing Phenol resistance in strains оға. 
normally sensitive bacterial species. (Meader | 
and Feirer, 1926) have been known for some- | 
time, and have been observed in a variety of | 
organisms. Certain Gram negative bacteria 


have been shown to acquire a tolerance: to 
quaternary ammonium compounds. during 
continued exposure (Crocker, 1951; Chaplin, 
1952; McGregor and Elliker, 1958). Wyss 


(1950) has pointed out that resistance to bac- - 
teriostatic action is accompanied by resistance © 


to bactericidal action. Maurer (1974) 
explained that the resistance to disinfectants 
is not a permanent one. Sutton and Jacoby 
(1978) showed that resistance to the antiseptic 
hexachlorophene in Pseudomonas aeruginosa 
was determined by an extrachromosomal ele- 
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ment. But Abonkhai et al. (1984) did not find 
the difference in the resistance to chemicals 
whether or net the presence of plasmid in Es- 


 cherichia coli. In the present study we planned 
to work out with both the standard strains and 
the clinical isolates for their resistance to var- 


ious chemical disinfectants commonly used in 
the hospital practice. As such no report was 
made in case of alcohol, Cidex, Formalin, 
Iodophor anc Tincture iodine. And these dis- 
infectants were considered as sporicidal even. 


Material and Methods: 


Disinfectants: 


| Eight chenical disinfectants namely; Abso- 
lute ethyl alcohol, Cidex (2% gluteraldehyde 
+ Sodium bicarbonate, Johnson & Johnson), 
Dettol, (Reekitt & Colemon), Formalin, 
Iodophor (Palypharm Pvt. Itd.,) Lysol, Savion 
(ICI) and Timcture iodine (Hospital prepara- 
tion). , 


Bacterial Strains: 


The bacterial strains used in the study are 
as follows; 


a) Staphyloceccus aureus - NCTC 4163, M28, 
T 30, 1476, 2151 & 2171 (except NCTC strain 


355 





. all are clinical isolates) 


b) Salmonella typhi - NCTC 786, SCT/88/82, 
SCT/167/82, SCT/169/82, SCT/186/82 & SCT/ 
187/82 (except NCTC strain all are clinical iso- 
lates) ( 


с) Escherichia сой - NCTC 10418, NCTC 
8196, МІ, M2 78 “ 90 (Last four are clinical 
. isolates) 


d) Serratia marcescens - 1, 2, 6a, 12, 13 & 15 
(All are clinical isolates) 


e) Pseudomonas aeruginosa - NCTC 10662, 
NCTC 6749, P433, P455, P459 & P461 (Last 
four are clinical isolates) 


The minimum inhibitory concentra- 
tions(MIC) of the disinfectants for each bacte- 
rial strain were determined following the 
method of Kelsey and Maurer, 1974. A series 
of doubling dilutions of the disinfectants were 
prepared in 5.0 MI nutrient broth containing 
1.0% glucose. Tween 80 was added in the nut- 
rient broth used for dilutions of Tincture iodine 
and disinfectants containing surface active sub- 
stances (Iodophor, Lysol & Savion) to obtain 
a uniform mixture and allow growth of sur- 
vivors. 0.02 MI (105-107 cells/ml) of the ino- 
culum was added to each tube of diluted disin- 
fectant. The minimum inhibitory concentra- 
tion was the highest disinfectant dilution which 
failed to show growth after 72 hours of incuba- 
tion at 37°C (Kelsey and Maurer, 1974). 


The increase of resistance to disinfectants 
by test organisms was observed by following 
the method of Maurer (1974). Briefly the or- 
ganisms were grown in freshly made disinfec- 
tant dilutions in nutrient broth starting from 
Sub-MIC to the tube containing the next 
higher concentration in the doubling dilution 
series. The test was repeated at weeklv inter- 
vals under similar conditions and at every pas- 
sage fresh disinfectant dilutions were made 
nutrient broth. In place of a fresh broth culture 
of the test organisms for inoculation, bacteria 
grown in disinfectant broth were used. Every 
week the highest concentration of disinfectant 
in broth, which had allowed bacterial growth 
іп the previous week, was used as inoculum. 


The inoculum size was 0.02 MI. At every pas- 
sage the incubation temperature was 37°C. 


Results 


There was not much difference between 
the MICS of hospital isolates and the standard 
NCTC strain. Alcohol was seen to inhibit all 
the organisms at the range of 1:8to 1:16. Staph 
aureus and Ps.aeruginosa strains were inhi- 
bited by Cidex at 1:4-1:8, where as S.marces- 
cens at 1:8 and S.typhi and E.coli at 1:16. Thus 
Staph.aureus and Ps.aeruginosa were slightly 
resistant to Cidex than S.marcescens, S.typhi 
and E.coli. The strains of Staph.aureus, 
S.typhi, E.coli and S.marcescens were inhi- 
bited, by Dettol at: higher dilutions (1:512 to 
1:2048), whereas Ps.aeruginosa strains were 
inhibited at lower dilutions (1:16 to 1:128). 
Strain variation was evident among 
Ps.aeruginosa as the range of inhibition was 
two or more than two tubes difference in the 
MIC reading (one tube difference in dilution 
was not considered because of possible experi- 
mental errors). S.typhi was more susceptible | 
to formalin, Iodophor and Tr.iodine as com- 
pared to other organisms. There was strain 
variation in susceptibility of Staph.aureus to 
Iodophor, Ps.aeruginosa to Dettol, Iodophor 
and of E.coli and S.marcescens to Savlon (Fig). 
Lysol inhibited all the organisms at more or 
less same concentrations. S.marcescens and 
Ps.aeurginosa were comparatively more resis- 
tant to Savion while Staph.aureus and E.coli 
were sensitive to it. | 


The increase of resistance was studied for 
all the organisms with all eight disinfectants. 
The increase in resistance to disinfectants by 
one tube difference was to be considered to 
avoid experimental error. The range of resis- 
tance atleast by two tubes difference was con- - 
sidered significant. The increase of resistance 
to all the disinfectants was variable in different 
passages and period of contact. Maximum 
range of resistance was observed with Savlon 
in Ps.aeruginosa and one strain of S.typhi (3 
tubes). Two to three tubes difference was 
mostly observed in the organisms as a result 
of their contact with various disinfectants. All 
the six strains of S.typhi showed increase in 
resistance to Iodophor and Tr.iodine by 2-3 
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Discussion 


A variety of disinfectants are available in 
the market under different trade names. These 
‘antimicrobials incended for universal applica- 


t1 um 1 tion should possess practical bactericidal, 
Bigs Ae tuberculocidal, fungicidal, sporicidal and viru- 
Pr: qM | 1 cidal activity as vell. The hospital isolates and 
3 : ves S standard control strains were inhibited at same 
% [ne concentractions with a slight variation in the 
5 Б MIC levels (Fig.`. Stickler and Thomas (1980) 
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RANGE OF MIC READINGS FOR ALL THE 
ORGANISMS 


tubes, then followed by increase in resistance 
to Dettol by Ps. aeruginosa and S.marcescens. 
Whereas S.marcescens also showed increase 
in resistance to Savion in five number of st- 
rains. Five strains Staph.aureus showed in- 
crease in resistance to Savion and Tr.iodine 
by 2-3 tubes, whereas in case of other or- 
ganisms less number of strains showed increase 
in resistance. No increase in resistance was 
observed to alcohol by Staph.aureus, S.typhi, 
E.coli and S.marcescens, to Cidex by Staph. 
aureus, S.marcescens and Ps.aeruginosa, to 
Formalin by S.marcescens, to Iodophor by S. 
marcescens and Ps.aeruginosa, to Lysol by 
Staph.aureus, S.typhi, E.coli and 
Ps.aeruginosa and finally to Tr.iodine by 
E.coli(Table). 


earlier reported that there was no difference 
in MIC values for both hospital isolates and 
standard strains in Gram-negative organisms. 


Bacterial resistance to disinfectants was ob- 
served by various authors (Wyss, 1950; Chap- 
lin, 1952; Berger and Wyss, 1953; Maurer, 
1974; Prince et al.,1978), following different 
techniques. The zontact period and the media 
used varied from study to study. In this study, 
we followed the technique of Maurer (1974) 
where the contact period was of seven days as 
in our hospital practice, the change of disinfec- 
tant solutions ir use was usually once in a 
week. 


The earlier reports showed that the bacte- 
rial resistance to disinfectants was either a tem- 
porary phenomenon (Soprey and Maxcy, 
1968; Bassett et al., 1970; Maurer, 1974) or a 
permanent one (Wyss, 1950; Prince et al., 
1978). In our study not only we observed the 
resistance to disiafectants was a temporary опе 
but also а nonsoecific action since the resis- 
tance was not observed in all the strains of the 


Table 


Range of increase in resistance to disinfectants 








Organisms —No.ofstrains Alcohol Cidex Dettol Formalin  lodophor Lysol Savion Tr. lodine 
Staph. aureus 6 Nil Nil strain 2strains  4strains Nil 5 strains Sstrains 
(2tubes) — (2tubes) —(2tubes) (2-3tubes) — (2-3tubes) 

S. typhi 6 Nil 6strains strain 2strains Óstrains Nil | strain 6strains 
(2tubes) — (2tubes) — (2tubes) (2-3 tubes) (3tubes) — (2-3tubes) 

E. coli 6 Nil  6strains © 2strains 2strams | 2strains Nil 3 strains Nil 
: (2tubes) — (2tubes) (2-3tubes) (2-3 tubes) (2-3tubes) 

S. marcescens 6 Nil Nil 4strains Nil Nil Istrains Sstrains 1 strains 
; (2-3 tubes) (2tubes) (2-3tubes)  (2tubes) 
Ps, aeruginosa 6 1 straiti Nil Sstrains — lstrain Nil Nil 6strains 3strains 
(2tubes) (2-3tubes)  (2tubes) (3tubes) (2 tubes) 





І , 
Vol. 87 No. 7 THE ANTISEPTIC 357 


same organism (Table). This indicates the dif- 4 Chaplin, С.Е. (1952) Bacterial resistance to Quaternary ami- 
ferent mechanisms of action of disinfectants monium disinfectants. Journal of Bacteriology, 63, 453-458. 


on different organisms as stated by Prince et 55% = 
al. (1978). E arlier, Gardner and С ray (1983) 5. Crocker, C.K. (1951) variation in characteristics of E. coli 
induced by Quaternary ammonium compounds. Journal of 

reported that the disinfectant kills by ‘Milk and Food Technology, 14, 138. | 

nonspecific: precipitation or coagulation of 

bacterial cytoplasm following extensive disrup- 6. Davies, A. and Roberts, W. (1969). The сей a of кые 

tion of the cell membrane, whereas the selec- 11% MT ақсы ай, 

tively toxic antibiotics exhibit highly іресіс- ~ 

mechanisms of action that could be affected | 

by small changes in the genetic control € 7. Gardner, J.F. and Gray, K.G. (1983) chlorhexidine , In: Dis- 

tems. However, Sutton and Jacoby (1978) who | -infection Sterilization and Preservation. 251-270. Philadel- 

showed ^ hexachlorophene resistance | (dno ( phia: 3rd ed; Lea & Febiger, 

Ps.aeruginosa was mediated by extra AS. 

дайы al element which w page ing | 4 Gorman, S.P. and Scott, E.M. REST) CUM CER 
pi cce ch was also carrying - .— alkaline phosphatase activity and protein content of glutaral- 

genes for Sulphonamide and Gentamicin M. - dehydetreated cell forms of Escherichia coli. Microbios, 19, 
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Earlier reports showed that the bacterial 9. Harde, G.S. and Jackson, H.W. (1918) compt. Rend, Soc. 
resistance to disinfectants was due to increase E. г Biol. 81, 635-637 (cited in Berger and Wyss, 1953). 
in lipid on cell surface (Chaplin, 1952), pe. 7 i 
sence of more nitrogen and less phaplidon i 10. Kelsey, J. с. and Maurer, 1.М. (1974) An improved дЕн 
in resistance Pseudomonas (Devies and — _ Кевеу- -Sykes test for disinfectants. Pharm.J., 243, 528- 
Roberts 1969) and the possibility of sealing of | 00, Maurer, I.M. (1974) Hospital Hygiene PP 54-55, London: 
the outer envelop of the bacterial cell (Gorman T 15 ed., „нш Arnold Ltd., 
and Scott, 1977). The present study also 224 UE: 
showed that the strains of Staph ДИН, pA wi 
S.typhi, Ps.aruginosa and one strain of s.mar- 


a 2, McGregor, D.R. зй Elliker, Р.К. (1958) A comparison of 
.. Some properties of strains of Ps. aeruginosa sensitive and 
Cidex by s. typhi and E.coli SE Was not te: cam to Quaternary ammonium compounds. Canadian 


Kk 
ported by earlier workers, while Cidex "a ournal of Microbiology, 4, 49. 


y 25. 
Tr.iodine were supposed to be poe Meee 8/54 P.D. and Feirer, W.A. (1926) Drug fastness in its 
5 relation to the resistance of certain organisms toward familiar 
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The serum da i ай among 47 human 
subjects of endogamous chettiar family revealed the presence of genetic 
hypocholinesterasemia. The maximum and minimum tnits were found 
as 306.60 and 45.17 u ml of acetic acid/ 1 ml serum/1hr at 37°C adopted 
after the method of Biggs et al (1958). There were several intermediate 
values of Ache activity. The statistical analyses of the daca demonstrated 
the occurrence of homozygous r normal, heterozygous mtermediate en- 
zyme values and homozygous | lower Ache units. It was also infered that 
these Ache enzyme variations inheriited as Mendelian fashion. The 
results are discussed with clinical ке. Б" | 


ot 4 
Ne 
` p T б. 


сакен 


Следе are enzymes which 26 


rolyse esters of Choline, two types һауе been | 


identified as true and pseudo. The latter is 
present in various tissues such as liver, heart 
muscle and intestine and it is this type which 
is found in serum (Wilson, 1960; Koelle, 1963; 

Leuzinger et al., 1968; Silver, 1974; -Jayap- 

rakash, 1985; Jayaprakash and Vasudevan, 

1986). Considerable interest has been de- 
veloped in recent years in connection its serum - 
elevated levels and depressed states in disease 
syndromes. The serum pseudo cholinesterase 


values are characteristically lower in patients 


with insect poisoning, hepatitis, abscess, mal- 


nutrition, myocardial infarction and also in 
genetic acholinesterasemia (O' Brien, 1960; 
Harold Varley, 1975; Hyman et al., 1986). 
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та arid: d Lindsay (1955) and Davies et 
сар 1 (1960) have denonstrated the genetic deter- 
mination of the synthesis of serum 
_ pseudocholinesterase enzyme. The homozyg- 
ous abnormal has very low pseudo cholines- 
terase level. Тһ= homozygous normal has 
much higher value of serum pseudo cholines- 
terase, while the heterozygote individual has 
intermediate amount (Harris et al., 1960., 
Whitting hill, 192; Hyman et al., 1986). 


2 Ж. Rus 


| Ananthakrishnan and Kirk (1969), Verma 
and Puri (1978), Ahuja and Neel (1985) and 
Muralidhar (1987) have given the occurrence 
and reviewed the polymorphism of plasma 
| pseudo cholinesterase among Indian popula- 
tion and their frequencies in certain commun- 


Шы. ‚ ity. We have found a similar genetic hypo 


pseudo cholinesterasemia in a chettiar family. 
It was found in сіпіса! practice in and around 
Coimbatore, Tamil Nadu, when chettiar com- 
munity patients were administred succinyl 
choline chloride during anaesthesia they de- 
veloped prolonged apnea upto 2 to 3 hr. Few 
cases resulting in death also observed. There- 
fore an attempt was made to screen the above 
enzyme values or the sons and daughters (first 
filial generation) of fourteen closely related 
couples of chettiar community. 
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Materials and Methods 


The blood samples of 47 human subjects 
 (endogamy) were the materials used in this 
investigation. They were healthy and in the 
age group of 20-38 years. The samples were 
collected intravenously in heparinized vial. 


The method of Biggs et al (1958) was 
employed for the serum pseudo acetyl 
cholinesterase enzyme activity. Acetylcholine 
bromide was used as а substrate and 
· bromothymol blue as indicator. Incubation at 
37° Celsius for 30 minutes was given to hyd- 
rolyse the substrate. The change in colour of 
the indicator due to acetic acid liberation was 
read in the absorptiometer at 620 milimicrons. 
Units of cholinesterase activity were expressed 
in micromoles of acetic acid released from 
acetylcholine by 1 ml of serum in 30 minutes 
at 37°Celsius and converted to 1 ш ml/1 ml 
serum/1 Hour (X 1/0.2x 100). To obtain a stan- 
dard caliberation curve a series of dilutions of 
acetic acid and water were prepared from 
which units of activity of tests were made 
(Harold Varley, 1975). 


The data were analysed statistically and 
chisquare test was applied to know the signifi- 
cance (Bailey, 1965). 


Results 


The data of serum pseudocholinesterase 
enzyme activity of 47 endogamous human sub- 
jects are presented in Table 1. The highest 
enzyme unit was found to be 306.60 u ml of 
acetic acid/1 ml serum/1 hr at 37° C and the 
lowest level was recorded as 45.17 u ml acetic 
acid/1 ml serum/1 hr at 37? C. There were 45 
intermediate values of pseudocholinesterase 
ranges from 303.52 to 48.66 м ml acetic acid/1 
ml serum/1 hr at 37°C (Table 1). 


The statistical analysis of the above results 
indicated the mean value at 144.680 with the 
standard error of + 10.67 (Table 2). 


On the basis of above observations and ear- 
lier recordings of Biggs et al (1958), a classifi- 
cation of enzyme levels was made into 310-210 
range as normal homozygotic individual, 210- 
110 as intermediate stage heterozygotic per- 
sons and 110-0 as lower abnormal homozygotic 


Table.1 
Serum pseudo acetylcholinesterase levels of 47 human subjects (endogamy) of chettiar community 








Enzyme activity" 
SI.No Male Female . Total Male Female 
1. 1 1 2 106.20 92.36 
2. 0 2 2 - 291.55; 133,38 
3. 1 3 4 282.26 266.41; 141.29; 142.10 
4. 1 0 1 85.50 - 
5. 3 2 5 184.32; 15.60; 164.22 48.66; 56.24 
6. 2 0 2 303.52; 190.21 - 
1; 1 2 3 87.22 235.10;212.16 . 
8. 0 4 4 - 168.40; 76.34; 45.17; 170.32 
9, 3 1 4 273.45; 286.30; 241.32 120.52 
10. 3 1 4 181.34; 184.18; 306.60 132.24 
11. 1 1 2 148.18 285.36 
12. 2 3 5 102.15; 11048 168.41; 178.16; 174.0 
13. 0 3 3 - 158.28; 162.46; 144.42 
3 3 6 280.73; 259.36; 226.15 146.14; 122.34; 109.14 





* Serum pseudo acetylcholinesterase enzyme unit expressed in и ml of acetic acid/1 ml of serum/1 hr at 37° C adopted by the 


method of Biggs et al (1958) 
* Average of 4 experiments. 
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Table.2 
Statistical analysis of data presented in table 1 


~ 


i Se ee 


Class Mid Value(X) f 
310-270 290 8 
270-230 250 3 
230-190 210 4 
190-150 170 11 
150-110 130 11 
110-70 % 7 
70-30 50 3 
N=47 
X = 144.680 
S.D = 73:10 
S.E = 10.67 


group. The frequencies of above 3 types of 
phenotypes among 47 persons were tabulated. 
Subsequently the number of males and females 
were also recorded separetly (Table 3). There 
were 9 males and 5 females in normal enzyme 
group and 8 males and 15 females were found 
to be in intermediate stages, while in lower 
category there were 4 males and 6 females 
(Table 3). 


Table - 3 


Observed frequencies of three categories of serum pseudo acetyl 
cholinesterase enzyme levels among 47 human subjects of chettiar 


community. 
Enzyme activity* 
Subjects Normal Intermediate Low Total 
310-210 210-110 110-0 
Male 9» 8x 4» 21 
Female 50 15% 6 26 
Total 144 104 47 


234 


serum pseudo acetyl cholinesterase enzyme unit expressed in 
y. ml of acetic acid/1 ml of serum / 1 hr at 37°C adopted by 
the method of Biggs et al (1958). 
* p = 0.30 (< 0.05) 


фр = 0.70 (< 0.05) 


Х-А(170) 

а fd fd? 

C (40) 
3 24 n 
2 6 12 
1 4 4 
0 0 0 
1 1] П 
2 14 28 
3 9 27 

fd=0 fd?=154 


To know the significance of the inheritance 
of the enzyme-variance chisquare analysis were 
made with the 1:2:1 ratio of Mendel as ex- 
pected value at 2 degrees of freedom. The P 
value was 0.7) (<0.05) on in toto analysis of 
frequencies (.4, 23 & 10) of 47 subjects. In 
separate calculations for males (9, 8 & 4) and 
females (5, 15 & 6) the P values were 0.30 
(<0.05) and 6.70 (<0.05) (Table 3). | 


In the ligat of above foregoing results it 
would be reasonable to suggest that the above 
data well fit t; the hypothesis. It is also noted 
three kinds of phenotypes of serum 
pseudocholinesterase enzyme would exit 
among genet-c hypocholinesterasemia of en- 
dogamous pooulation as normal, intermediate 
and abnorma.. It can also be inferred that the 
inheritance ef this enzyme variation is in 
Mendelian fashion (1:2:1), suggesting the con- 
trolling genes are allelic. 


Discussion 


Kalow ard Linday (1955), Davis et al 
(1960) Harriset al (1961) and Harris and Whit- 
taker (1961) have suggested that individual 
homozygous for the atypical gene controlling 
the synthesis of pseudo cholinesterase can be 
distinguished readily from the homozygous 
normal. The homozygous abnormal has very 
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low cholinesterase levels and the abnormal is 
not inhibited by dibucaine. The homozygous 
normal has much higher levels of serum 


pseudoacety! cholinesterase activity, while the 


heterozygote has intermediate levels. 


The results recorded in the present report 
revealed that there are 3 kinds о! 
pseudocholinesterase enzyme range as nor- 


mal, intermediate and abnormal among the 47 
blood samples of the community under inves- | 
tigation. The results also confirm the presence 


f genetic hypocholenesterasemia. = soe 
Cr: yp ўз | T ... Clinical enzymology. Chapter 14. In Clinical Diagnosis and 
Management by Laboratory Methods (Ed. John Bernary- 


24 Henry) W.B. Saunders. Company, Philadelphia 251-282. 


The hereditary hypocholinestersemia is not 


only an interesting genetic state to study, it is 


also of clinical importance in regard to the - 


administration of muscle relaxants (succinyl 
choline). Homozygous abnormals may de- 


velop prolonged apnea after they receive suc- - 


cinylcholine (Harold Varley, 1975 and og 


et al 1986). | 3 


Therefore patients of above said commun- 00 Ms 
. 13. Leuzinger, W. Baker A.L. and Cauvin, E. 1968. Acetyl- 


ity who become apneic should have their serum 


pseudo cholinesterase enzyme levels studied, 
by this means exclude subjects who should not 


receive acetylcholine antagonist. 


. Biggs, Н.С. Carey, Shirely and Morrison D.B. ‚ 1958. Ameri- 
can Journal of Clinical Pathology. 30181-1858. 


. Davies, R.O., Marton, A.V., and Kalow, W. 1960. Canadian 
Journal of Biochemistry. 38, 545-548. 


. Harold Varley, 1975. Practical Clinical Biochemistry. Arnold 
Heineman Publications 275-308. — ^ 


. Harris, H. Whittakar, M. 1961. Nature 191, 496-497. 


8. Harris, H. Whittakar, M., Lehmann, H and Silk. E. 1960. 


.. Acta Genetics. 101-8. 


~ 


7 9, yaar. J. Zimmermann and John Bernard Henry. 1986. 


10. Нуар К. 1985. The Indian Zoologist '9 99-101. 


и. Jayaprakash, К. and Vasudevan, Т. 1986. The Indian 
.. Zoologist 10 143-146. 


12. Koelle, G.B. 1963. Cholinesterase and Anticholinesterase 


Agents Handbook for Experiments! 


Pharmacology 
supplementary Springer Verlag. 


. cholinesterase II Crystallization Absorption Spectra, Isoionic 
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Physical Chemical And Morphological 
Relationship In Urinary Calculi 


Raju V.S., Satyanarayana U., Rao C.N. 


Abstract 


Urinary calculi (200) were studied for the physical chemical and 
morphological relationships. Weight and size of the stones were 
minimum in passed ureteral stones compared with other type of stones. 
Calculi possessing high concentrations of calcium oxalate were brown 
or white in colour while uric acid stones were yellow in colour. Quan- 
titative chemical analysis reveals that calcium oxalate was found in all 
the calculi studied. Content of calcium oxalate decreases as the weight 
and size of the stone increases. Patients whose callculi contains more 
then 65% calcium oxalate, have got better chances to pass off stones 


freely. 
Introduction 


Urinary calculous disease is a health hazard 
afflicting various parts of the world including 
India. It is generally believed that the preva- 
lence of stone disease is low in South India 
compared to North India. Our observations 
however, are that the incidence of stone dis- 
ease is not as low as it is belived, in Coastal 
Andhra Pradesh. The quantitative chemical 
analysis of urinary calculi in this area adopting 
a ampie and sensitive method is already re- 
ported’. This paper incorporates the physical 
and morphological observations and their rela- 
tion with chemical composition of the stones 
in Coastal Andhra Pradesh. 
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Material and Methods 


The urinary stones (200) utilized in this 
study were collected at Pinnamaneni Poly 
Clinic, a leading nursing home in Vijayawada, 
during the past 4 years (1985-1989). They were 
moved either surgically or passed after per- 
forming intravenous pyelography. The stones 
were categorized according to their location 
as bladder (38) stones, kidney (26) stones, pas- 
sed ureteral (97) and ureteral operated (39). 
The pysical and morphological characteristics 
- colour, surface appearance, consistency, 
shape, size and weight of each stone were re- 
corded. The calcium oxalate was estimated in 
the stones ру the method developed by 
Hodgkinson’. The statistical analysis was car- 
ried out by student ‘t’ test. 


Results 


Bladder stones were bigger in size, usually 
with smooth surface, round or oval in shape, 
and hard in their consistency, while kidney 
and ureteral stones were irregular in shape, 
often with horny prejections, and soft in con- 
sistency. 


The table I gives the weight and measure- 
ments (length, width and height) of the urinary 
stones. The bladder stones were significantly 
more in weight than kidney and ureteral 
stones. Ureteral stones were much lower in 
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Table - I 


Urinary calculi with their weight and measurements 


S.No Location Weight 
(g) 
1. Bladder (38) 6.009+2 782 
2. Kidney (26) 1.442+0.315 
2. Ureteral | 
passed (97) 0.098+0.011 
4. |: Ureteral 
operated (39) 0.471+0.086 
Statistical p< 1vs30.001 
Significance 1 vs40.05 
2vs30.01 
2vs 40.001 
3vs 40.001 


1.76+0.47 
1.35+0.13 


0.58+0.03 


1.09+0.10 
1530.001 
2vs 30.001 
3vs 40.001 


1.32+0.37 
0.90+0.09 


0.33+0.02 


0.59+0.04 
1530.001 
1540.01 
2vs 30.001 
2vs 40.001 


0.64+0.18 | 
0.37+0.04 


0.18+0.01 


0.28+0.02 
1530.001 
1540.02 
2 vs 30.001 
3vs 40.001 


3vs 40.001 


кыт peri ae ese НАННЕ TS 


Data Mean + SE, figures in the parentheses indicate sample size. 
weight and the passed ureteral stones had 
minimum weight. The length, width and height 
were maximum in bladder stones, followed by 
kidney and ureteral. Among the ureteral 
Stones, the passed stones possessed minimum 
length, width and height compared with the 
operated stones. 


The content of calcium oxalate monohyd- 
rate present in the stones in relation to their 
weight is given in table 2. The calcium oxalate 
was invariably found in all the stones studied, 
the concentration ranging from 3-100%. There 
is a gradual decrease in the content of calcium 
oxalate as the weight of the stone increases 
and the small sized stones were found to con- 
tain high concentrations of calcium oxalate. 
Most of the bigger stones contained hyd- 
roxyapatite, magnesium ammonium phos- 
phate and also uric acid. 


The calculi possessing high concentrations 
of calcium oxalate were brown or white in col- 
our, while uric acid stones were yellow in col- 
our (observed either directly or after bisecting 
the stones). 9 


ріѕсиѕѕіоп 


The details about the quantitative chemical 
composition of urinary calculi is reported 
elsewhere’. In general, the smaller stones were 








Table II 
Content of Calcium Oxalate Monohydrate in relation to stone 
weight 
S. No Stone weight Calcium Oxalate 
Monohydrate 
(g) (8%) 
1. 0-0.20 (107) 70.96 + 2.9 
2. 0.21 - 1.00 (55) 64.70 + 3.9 
3. 1.10-2.00 (16) 58.00 + 7.9 
4. 2.10- 5.00 (13) 41.50 * 9.5 
5. 5.10 and above (8) 30.40 +10.0 
Statistical 1vs40.01 
significance p« 1vs50.001 
2vs40.02 
2vs50.01 


3vs50.1 





Data Mean +SE, figures in the parentheses indicate sample size. 


found to possess high content of calcium oxa- 
late whereas the bigger ones contained more 
of hydroxyapatite and magnesium ammonium 
phosphate and this is in agreement with the 
data reported from elsewhere 3,4. The stones, 
passed after performing intravenous pyelog- 
raphy were smaller in size with minimum 
weight, length, width and height and possessed 
high content of calcium oxalate and low con- 
centrations of magnesium ammonium phos- 
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phate and hydroxyapatite’. It is clearly estab- 
lished that the presence of hydroxy apatite and 
magnesium ammonium phosphate is related 
to the urinary tract infection*. The urinary 
tract infection in the patients who had passed 
ureteral stones was observed to be minimum 
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* * * * * * 
THE PERSONALITY OF MEDICINE 


During recent years, organized medicine has devoted a great deal of its time to 
combating the political and social forces that would relegate the physician to the role 
of a mercenary in the practice of medicine. Such forces would have us forget the need 
and importance for the preservation of the individual phusicion-potient relationship in our 
democratic way of life. Fortunately, medicine has been successful to the present and the 
freedom of the physician and patient has been preserved. 


What will happen in the future? The answer lies within the character and principles 
not only of the practicing physician today but also the doctors of tomorrow who cre 
being trained in our hospitals, medical and undergraduate schools. In the past few 
decades, there has been a tendency on the part of medical education to stress scientific 
knowledge as an end in itself. The product of such o training may be capable of ministering 
to the ills of the human body but not to the human hearts, minds, and emotions of his 
patients. Is it any wonder then that the patient's attitude towards his physician changes? 
In the eyes of the layman, medicine becomes a commodity subject to the whims of a 
changing society. If we are to preserve the freedom of the physician and the patient, 
mere opposition to the inroads of socialistic ideologies and systems will eventually fail 
unless medicine sees to it that the physician is more than just the pureyor of scientific 
knowledge. As history tells us, societies are more often destroyed from within than from 
without. 


Although the physician is primarily a man of science, he must be constantly conceened 
ovoer human personal values. He must recognize his obligations both as a physician and 
citizen. There is an imperative need for a new revolution-a revolution against opportunism, 
expediency and materialism; ideal of freedom, persoonal responsibility, individual initio- 
tive, and, above oll, faith in God. 


ч 


(New York State J. of Medicine Rugust'89 Volume 89, No.8) 


* * * * * * 
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Primary Pulmonary Hypertension 


Jacob Jose V. 


_ Primary Pulmonary Hypertension (PPH) 
is an uncommon disorder affecting the pulmo- 
nary vasculature. In the last two decades, there 
have been several advances in the diagnosis 
and management of this disorder and these 
have been briefly reviewed here. 


In 1973, WHO! held a symposium and de- 
fined Primary Pulmonary Hypertension as 
arterial hypertension associated with normal 
capillary wedge pressure and right ventricular 
hypertrophy that was not caused by a cardiac, 
macroembolic or pulmonary parenchymal dis- 
order. 

Diagnosis 

The most common symptoms are 
dyspnoea, chest pain, syncope and fatigue. 
Physical examination shows a prominent RV 
$зог $, or both. Systolic murmur due to tricus- 
pid regurgitation is heard in 40% of patients. 
In addition, a pulmonary ejection click, loud 
P, and soft ejection systolic murmur are heard 
in the pulmonary area. In later stages, 


hepatomegaly, ascites and pedal oedema are 
found. 


1. X-ray: Chest x-ray reveals a prominent main 
pulmonary artery in over 80% of cases. 
Peripheral pruning of pulmonary vessels is 
seen in 50% of cases. In a small percentage of 


patients the chest x-ray may be normal. 


2. ECG: ECG usually shows right ventricular 
hypertrophy, right axis deviation and T wave 
changes in anterior leads. In contrast to pa- 
tients with cor pulmonale, who have átrial ar- 
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rhythmias, patients with PPH, do not have at- 
rial arrhythmias?. 


3. Pulmonary Function Test: Pulmonary func- 
tion test may show a mild restrictive pattern 
due to increased stiffness of the lung*. A reduc- 
tion in the diffusing capacity is very common 
and hypoxemia is also a common finding. The 
hypoxemia is secondary to low cardiac output 
and less commonly due to ventilation/perfu- 
sion mismatch. 


4. Radionuclide studies: Perfusion- Radionuc- 
lide scan? shows either a normal pattern or 
diffuse patchy distribution of the tracer. The 
importance of doing a perfusion lung scan is 
to differentiate patients with chronic pulmo- 
nary thromboembolism (PTE), from PPH. If 
a correct diagnosis of chronic PTE is made, 
then the management is entirely different. The 
risks associated with lung scan is almost nil as 
seen in the NIH registry. 

5. Pulmonary angiogram: Pulmonary angio is 
essential for the confirmation of diagnosis. 
Most centres are reluctant to do a pulmonary 
angio, because of the fatalities reported with 
contrast injection into the pulmonary artery. 
In the recent report from NIH, there were no 
deaths associated with angio. By using the 
newer non-ionic contrast agents and by using 
the minimum contrast, the risks of the angio 
can be brought down. The hypotension, with 
contrast injection is secondary to vagal stimu- | 
lation and hence patients with high RVEDP 
can be pretreated with IV atropine. 


6. Echocardiogram: Echo is useful in excluding 
secondary causes of pulmonary hypertension 
such as mitral stenosis, ventricular septal de- 
fect etc. M-mode echo shows absent ‘a’ dip 
with a mid systolic notch; doppler studies will 
be able to identify the pulmonary hypertension 
by the pulmonary artery flow velocity profile. 
In addition, doppler can identify the tricuspid 
and pulmonary regurgitation jets. By calculat- 
ing these regurgitant jets, it is possible to have 
an indirect estimation of PA pressures. 
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7. CT Scan and MRI: CT scan and MRI can 
measure the PA size and also give us an idea 
about the RV wall thickness. By using gated 
MRI, it is possible to estimate the pulmonary 
vascular resistance’. 


Course and Prognosis 


Median survival of patients with PPH is 
between 1.5 to 3 years from the time of diag- 
nosis. But, however, patients living more than 
a decade have been reported. Death in these 
patients is due to right heart failure or sudden 
death. 


Management 
(1) General: 


Patients with PPH should be advised to 
avoid heavy strenuous exercises or sudden 
isometric exercises such as pushing a car, lifting 
a heavy weight etc. Because pregnancy is as- 
sociated with increased mortality, it is essential 
that all women in the reproductive age group, 
should be advised against pregnancy. The 
other important feature is that patients’ varia- 
bility in the level of symptoms from day to 
day. There are some days, when the patient 
feels well and other days, the symptoms are 
worse. It is advisable for the patients not to 
strain on these symptomatic days. 


(2) Digoxin and Diuretics: 


Based on animal studies which have shown 
that prior administration of digoxin helped in 
the contractility of the RV, to the given RV 
systolic overload, digoxin is recommended to 
all patients with PPH if there is no contraindi- 
cation. Diuretics are given if there is RV failure 
or systemic venous congestion. 


| (3) Vasodilators: 


Vasodilators have not been shown to im- 
prove the survival and so they are useful only 
as symptomatic agents. The following side ef- 
fects are common: (1) Hypotension, (2) RV 
failure, secondary to coronary hypo-perfusion 
or due to negative inotropic effects of drugs 
used. 
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Of the available vasodilators, the durugs 
that have a potential benefit include nifidipine, 


diltiazem. Hydralazine has been shown only 
to be of marginal benefit. 


Calcium Channel Blockers: The most com- 
monly tested drug is nifedipine. Both in acute 
and in long term studies, nifedipine has been 


shown to be useful. Systemic hypotension, RV 
failure and cardiogenic shock have all been 


described as the side effects of this drug. Ver- 
apamil must be used with caution if RV failure 
or dysfunction is present because of the drugs’ 
negative inotropic action. 


Hydralazine: After the initial reports which 
suggested that the drug may be useful in PPH 
especially in mild cases", there are other re- 
ports that came later which indicated that it 
may worsen the condition by increasing the 
PA pressure. Hydralazine when given on a 
longer term basis, can cause right heart failure, 
due to 2 reasons: (1) the blood flow in the 
pulmonary circuit cannot be increased suffi- 
ciently to cope up with systemic circuit caused 
by vasodilation and (2) the reduced left ven- 
tricular compliance, cannot cope up with the 
increased venous return. 


ACE Inhibitors: 


Like hydralazine, the early enthusiasm that 
the drug may be useful, could not be substan- 
tiated in the subsequent reports. It has been 
found to be useful in patients with PPH and 
LV dysfunction. 


с 
Acute drug testing for vascualr treatment (see 
Table ): 


In the last decade, vasodilator therapy has 
become more rational. Acute drug testing is 
performed with hemodynamic monitoring in 
the cardiac catheterization laboratory so that, 


an agent that will be useful to the patient can 


be identified and moreover, we can find out 
whether the patient will benefit with the vas- 
odilator therapy or not. 


JULY '90 
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Table 1 


-— 


Vasodilators in PPH 





SSA AeA NENS 
Agents of limited Agents with Agents with 
or no benefit marginal potential 

benefit benefit 
Tolazoline Hydralazine Nifedipine 
Phentolamine Diltiazem 
Isoprotereno! Warfarin 
Terbutaline Prostacyclin 
Diphenhydramine 
Corticosteroids 
Azathioprine 
Dipyridamole 
Aspirin 
Indomethacin 
Captopril 
Nitrates 
Verapamil 
* Experimental 





Adapted from Fein SA and Frishman WH. The Pathophysiol- 
ogy and management of Primary Pulmonary Hypertension. Car- 
diology Clinics 1987; 5: 563-576 (Reproduced with permission). 


(4) Anticoagulants: 


A retrospective study from Mayo clinic? 
suggested that anticoagulants may prolong the 
survival in patients with PPH. At the present, 
most physicians support the use of anticoagul- 
ants in all patients with PPH, if there is no 
contraindication. 


(5) Oxygen therapy: 


Since hypoxemia is a universal finding, oxy- 
gen has been suggested. In most patients with 
PPH this hypoxemia is only mild, and oxygen 


by increasing the systemic vascular resistance 
may be detrimental. But in the subset of pa- 


tients with PaO, less than 50, oxygen therapy 
may be useful. 


(6) High dose calcium channel blockers: 


Іп a study by Rich et al'?, high doses of 
nifedipine or diltiazem have been used. The 
nifedipine dose used is as high as 240 mg/day 
and for diltiazem upto 900 mg/day. In 5 of the 
6 patients who had a restudy after one year. 


the PA pressure remained low. At present, it 
is not yet known, whether the beneficial effect 
seen with such high dose therapy will be sus- 
tained on a long term basis, and whether this, 
in turn, can alter the survival. 


(7) Heart-lung transplantation: 


This procedure offers an opportunity to live 
longer, in this group of patients who have 
otherwise, only a poor survival rate. Early re- 
sults from this surgery are encouraging and 
this facility is not yet available in India. 


Conclusion 


The treatment of PPH is a challenge. Vas- 
odilators have been useful in the systematic 
treatment of these patients and acute drug test- 
ing will be useful in identifying the correct drug 
for a given patient, and if acute drug testing 
does not show any benefit, it would be unwise 
to use vasodilators at all. High dose calcium 
channel blocking drugs and heart lung trans- 
plantation offers a new hope for this group of 
patients who have otherwise a dismal prog- 
nosis. 
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Spontaneous dissection of the extracranial carotid artery has been recognized increas- 
ingly as a cause of stroke in young adults. The known risk factors for dissection include 
fibromuscular dyplasia, hypertension, and €rdheim's cystic medial necrosis. Recently, var- 
ious forms of “trival trauma” have been suspected as well. 


Trivial Causes of carotid dissection include brushing teeth, childbirth, turning the head, 
neck flexing with child scolding, straightening up after bending, diving into water and 
heavy lifting. Trivial trauma the definition of which excludes external blunt or penetrating 
trauma, remains a controversial cause of dissection of the internal carotid artery. One 
proposed mechanism is sudden and severe neck khyperextension, and fixatio of the 
internal carotid artery against the transverse process of the atlas and axis. When this is 
followed by ,neck rotation, arterial impingement and intimal tearing may occur. The absece 
of trivial trauma from a patient's history does not exclude the possibility that it occurred. 
Patients may consider such movements insignificant and thus not recall them or be too 
embarrassed to recount them. 


Each additional case of neck hyperextension with dissection of the internal carotid 
artery lends support for the role of trivial truma as the precipitant of "spontaneous" 
dissection. "Bottom up" drinking as a form of trivial trauma can cause dissection and 
subsequent stroke. 


(The New Eng. Л. of Med. Vol. 320 June 89) 
* * 
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The General Practitioner (G.P.) 


The G.P. has been called anecdotally, the 
*G.L(tract)" of medicine, the man who does 
the work of digesting absorbing and assimilat- 
ing all the brunt of the first line encounter with 
the patients while the specialists make ready 
use of the classified referrals from the G.P. 
The current trend of rapid advances in 
miédicine as a science has had a great impact 
not only on the general public but also on the 
general practitioner, who even more than 
specialist has to update his acquantance with 
the trends in several disciplines so that he is 
better equipped in his being the arrowhead of 
the medical progress. There is of course the 
initial trauma, of “having to run to keep in 
place" and some disillusionment. But, experi- 
enced general practitioners who overcome this 
initial thrust on their inertia cope up with the 
demands much better than those who start 
anew, making full use of the headstart of (ће 
wisdom of experience. 


In every country today, refresher courses 
for general practitioners and continuing 
medical education activates are the order of 
the day. In countries like England and USA, 
general practice (or family practice or primary 
care as it is known in the US) is itself turned 
into a speciality with certifying examinations 
and diplomas. The national medical associa- 
tions recognise the need for keeping this front- 
line of the medical army against disease, fresh, 
intact and adequate in numbers. Periodic 


* * * 


meetings of the medical associations in their 
various levels óf organisation reflect this 
awareness. 


One of the best ways to keep pace with the 
progress in any science is to read the publica- 
tions in that field. In India, we have, besides 
the speciality journals, practitioner oriented 
journals which have pages designed for con- 
tinuing medical education and updating 
medical knowledge, by publishing reviews, ex- 
cerpts from recent literature, diagnostic exer- 
cises and answers to inquiries. Some of the 
leading drug firms also have the healthy habit 
of bringing out regular booklets with a variety 
of features. 


Armoured with all these, the general prac- 
titioner of today is well set to carry on the 
inimitable task of patient care at the first and 
the best level. Some endoscopy is however 
necessary, to evaluate the function of the 
*G.Ltract" of medicine. If our national 
medical associations come forward with award 
of CME credits or certificates based on a vol- 
untary self-evaluation by G.P.'s through the 
medium of medical journals recognised by the 
associations for this purpose and through the 
medium of sponsored refresher courses this 
would serve not only as a diagnostic endoscopy 
but a therapeutic procedure as well! 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 


* * * 


Asymptomatic nocturnal hypoglycemia can cause clinically important deterioration in 
glycemic control (the Somogyi phenomenon) in patients receiving intensive insulin therapy, 
and should therefore be considered in the differential diagnosis of unexplained morning 





hyperglycemia. 
(The New England Л. of Med. Vol. 320 Feb. 1989) 
* * * * * * 
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: .. Correspondence 


— Dr. H. V. Kamath, 
. Devaraya Kamath’s Compound, 
Suratkal 574 158. 


01. The ingestion of liquorice has been 

thought to be a cause of acute severe hyperten- 

sion. What is the mode of action and the dose 

in which it is seen? Is it related to the age and 
sex of the person? 


A.1. Liquorice produces hypertension by its 
mineralocorticoid activity. But it occurs only 
when dose is 1 pound per day, irrespective of 
ће age and sex. 


(Dr. М. Kasirajan, M.D.,) 


* * * 


Dr. K. N. Murig, 
Kapileswarapuram, 
EG or AP 533 309 


Q.2. Тат practicing in Costal Andhra Pradesh 

where Filaria is endemic. Please enlighten me 

whether acute filarial fever to be treated with 
DEC and antipyretics alone or antimicrobials 
are added for better results. 


A.2. The fever is due to superadded coccal 
infection, leading to lymphangitis. So, it can 
be treated with Brufen 1 td, Bactrim DS 1 td 
X 5 days. Meanwhile simultaneous treatment 
for filariasis (DEC 100 mg tds x 21 days) can 
also be given. Treatment can be repeated when 
and where required. 


(Dr. М. Kasirajan, M.D..,) 


; * * * 


Пт. Dilip Bhadesia, 
Medical Officer, 
PHC-Alindra, 
Dakore Road, 
Ta.Nadiad Dt: Kheda, 


Gujarat 


‘Val. 87 No.7 


О. My son aged 1-3/4 years ‘Breath-holds’ 
sometimes, particularly when he demands 
something and we don't fullfil his demand. I 
have consulted a paediatrician, physician also 
psychiatrist. There is no cardiorespiratorv 
pathology or disease. So is there any drug/any 
procedure that stop or shorten the Breath-hoid 
period? 


A. "Breath holding" spells are “tantrums” of 
infancy and are often exploited by kids as “at- 
tention-drawing" devices demanding satisfac- 
tion. There is no anxiety about it as the infants 
“outgrow” them in course of time like they do 
for their ‘colics’. Since a pediatrician, physician 
and psychiatrist have all seen and excluded 
any pathological basis (often there is none), it 
is best to ignore the spells without giving undue 
importance and worry (which actually encour- 
ages the kid and perpetuates!). No drug or 
procedure is needed or is available. 


(Dr. Т. K. Subramaniam B.Sc., M.S., M.Ch.,) 


* * * 


Dr. M. M. Pandya, 
Madhi 394 340 
Dist Surut 


Q. Nowadays it has become a fashion that 
every new born baby is prescribed multi-vita- 
min drops. қ 

Is it absolutely necessary to give this medicine 
as soon as the baby is born? | 


A. Not only in the new born, in any age group, 
it is not essential to give Vitamin supplements 
routinely, unless there are specific reasons. In 
the newborn, the nutritional status of the neon- 
ate, whether the baby is breastfed or not and 
the mother's own nutritional status have to be 
considered before deciding on the need for 
supplementation. 


(Dr. N. Hariharasubramanian) 
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Dr. Surinder Singh, 
Pathankot, 
Gurdeshpur 

145 001 


Q. What is the latest treatment of Epilepsy in 
all types? 


A. The treatment of epilepsy may be divided 
into the following divisions. 


1. Elimination of factors that cause or precipi- 


tate attacks. 

2. Drug therapy to raise convulsive реи 
to prevent attacks. 

3. Surgical treatment with seizures of focal 
origin. : 

4. Keeping general physical, and mental | 
health with social integration. 


Elimination of factors 


Elimination of factors causing seizures in- e vii | C. Thakk 
T. ‘jay ar, 


volves identification and treatment of struc- | 


anamolies. 
Drug therapy 


The main principle of anti convulsant 
therapy is to select an appropriate drug, for 
the specific type of seizure and increase the 
dosage of this drug till seizure control or onset 
of toxic side effects limiting further increment. 


Measurement of plasma concentration of 
the drug is helpful to find out the effect of 
drug in seizure control. With effective blood 
level of toxic side effects of seizure continues 
to occur a second anticonvulsant may be added 
without withdrawing the first drug. One of the 
major causes of failure of drug therapy is due 
to the patient not taking the drugs regularly. 
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Generalised tonic-clonic seizure usually re- 
sponds to phonytoin, barbiturates, саг- 
bamezepine or valproic acid. In adults with 
generalised seizure phonytoin ог car- 
bamazepine is prescribed. But in children 
some pediatricians prefer phenolabital or car- 
bamazepine as the primary drug. Generalised 
absence seizures (petit mal) is treated with 
ethosuximide or valproic acid. 


Partial seizures respond to phorytoin and 
barbiturate and these are preferred because of 
their low cost. Complex partial seizures 
(pshychomotor attacks) respond to саг- 


bamazepine. Tonic, myoclonic, atypical ab- 


sence, atonic seizures are common in children, 
Мус; attacks respond to valproic acid. 


(Dr. M. Natarajan) 


ЕЕ" * * 


tural and physiologic abnormalities found on - Pauni, 


examination of the patient. These include | 
brain tumors, abcessces, infections, physical - 


defects and traumatic scar and мест О. Is it a must that swelling should occur at 


. the sight of BCG Vaccination? 
. If the swelling is not noted then is it to be 
repeated again? 


 Bhandars 
441 910 


A. Yes. There must be a papule within 3 weeks 
after BCG vaccination. Otherwise it must be 
repeated. 


Regional lymphnode enlargement is due to in- 
flammatory reaction. Only if it is exicaordi- 
narily large (or) if it suppumates, treatment 
with INH is indicated. 


(Dr. N. Kasirajan) 
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| | Correspondence | 


Dr. 1. Madhava Rao, 
Karur-1. i 


Q. This is regarding the excellent article that 
appeared in your November '89 issue “Elec- 
trocardiographic abnormalities in normal 
South-India elderly". 

It is said in the article that *Prolongation was 


- most significant in the О Tc interval “ 


"The intervals were measured in lead 2". 

Here I would like to point out that the prolon- 
gation of QTc is due to the selection of lead 
2 for the measurement. Lead 2 is a transitiona! 
zone lead and U wave will always interfere 
with the measurement of QTc since mean U 
wave axis falls in the range of +60°. The ideal 
lead for the measurement of QTc is lead AVL. 


. . Gross prolongation of QTc may be made out 
in any lead. 


A. Hence in this article the apparent prolonga- 
tion of QTc, in all probablity may be due to 


- the wrong lead selection for the measurement. 


Difficulty arises only when the T wave is 
[soelectric in AVL. 


Reply 


I would like to point out that intervals can 
be measured in any lead where the O & T 
waves can be clearly seen. Ideal lead selection 
of measurement of QT interval is LII. V, and 
V5. We have confirmed with the book written 
by the Father of Electrophysiology and 
Pioneer in E.C.G. Demeterio Sodi Pallares 
who himself has chosen LII for measurement 
of QTC interval. 


Ref: New bases of E.C.G. by DEMETRIO 
SODI PALLARES 1956, pg.554. 
AVL is never chosen for interval measurement 
the difficulty being that the T wave is often 
iso-electric in AVL as you yourself have men- 
tioned. 


(Dr. V. S. Natarajan) 


Answer to ECG Quiz June'90. 


P II = 3.5 mm 


Tall peaked P avF Right atrial hypertrophy 


Notched P in II, III, avF 
Late - V; component of PV, Left atrial hyper- 


trophy 


Inverted T II, HI, avF Secondary right ven- 


tricular hypertrophy 


ORS axis normal +45 


(Dr. N. Hariharasubramanian M.D., Ph.D) 
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Chronic Renal Failure And Transplantation 


Chronic renal failure results when the mass 
of renal tissue surviving a disease process is 
inadequate to maintain the patient’s health. 
This does not usually occur until about 90 per 
cent of renal tissue is lost, but it is possible to 


detect inadequate renal function biochemically 
. before it ijs 
haemodialysis provides a reliable asymptoma- 
tic treatment, but for a few it poses difficulties 


at an early stage of the disease process. | 


Prompt referral with appropriate treatment 
may well prevent further deterioration of renal 
function. Early referral often proves difficult 
in practice because symptoms do not occur 


until approximately 80 to 90 per cent of renal 


function has been lost, and because progres- | 


sion from the first sign of symptoms to end 


stage renal failure rarely takes more than a 


year. The relatively good health of patients 


with impaired renal function gives a false sense 
of security, and the rapidity with which mild 
symptoms become severe does not often allow. 


- for adequate assessment and discussion. ў 


Uraemia is а syndrome бы сап consist 
of anaemia, acidosis, osteodystrophy, 
neuropathy and general debility, accompanied 
by such problems as hypertension and oedema. 
It may present as an acute uraemic emergency, 
or be found while investigating anaemia, 
hypertension or at a routine medical examina- 
tion. Symptoms are seldom present before the 
glomerular filtration rate (GFR) is less than 
10ml/min. The symptoms are seldom due to a 
renal tract defect, except in cases of obstructive 
uropathy, and they tend to be nonspecific. The 
aim shouid be to start dialysis just before the 
complications of uraemia occur. 


Dialysis is usually started when there are 
symptoms such as nausea and vomiting, or 
when the GFR reaches about 5ml/min, or the 
creatinine is 1000-1200 umol/i. End stage 
renal failure may be treated in one of three 
ways, haemodialysis, continuous ambulatory 
peritoneal dialysis (CAPD) or renal transplan- 


Vol. 87 No. 7 


tation. These treatments should be looked 
upon as complementary to one another. 


Haemodialysis is preferred by many pa- 
tients. Initially an arteriovenous fistula is pro- 
duced, usually by joining the radial artery to 


the cephalic vein at the wrist. About three to . 


six weeks is required for the fistula to mature 
used. For most patients 


relating to cramps, hypotension and problems 


with vascular access. Heamodialysis is usually 


performed three times a week as four to six 
hour sessions. 

_ CAPD has become an acceptable alterna- 
tive to haemodialysis in recent years. It is the 


treatment of choice for certain groups, ie 
: diabetics, children, where it is impossible to 


construct. vascular access or because of car- 
diovascular instability. To commence on 


CAPD the patient needs a minor operation to 
. insert a soft flexible silastic catheter into the 


peritoneal cavity (Tenckhoff dialysis catheter). 


This procedure is usually carried out under 


local anaesthetic. CAPD is performed by ex- 
changing two litres of dialysis fluid 3 or 4 times 
a day, with each volume of fluid dwelling in 


the июн cavity for four to six hours. 


"Бей exchange takes about 30 minutes, and 
the total demand on the patient’s time is about 
three hours per day. The advantages of the 
technique include independence, mobility, the 
fact that vascular access is unnecessary, and 
simplicity (the patient can usually be taught 
this technique in about two weeks). The major 
disadvantage is the high incidence of 
peritonitis. Most patients have an episode of : 
peritonitis about every nine months, and only 
about 50 per cent of patients who start on this 
treatment remain on it at the end of one year, 
many having to transfer to haemodialysis. 


Patients with systemic disease do worse 
than those with primary renal disease when 
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treated by dialysis. Mortality varies from five 
per cent annually for the 20-40 age group, to 
15 per cent annually for those over 60. Death 
usually occurs from cardiovascular or cere- 
brovascular disease, or infection. Survival with 
worthwhile quality of life is well documented, 
and many patients are fit for a full time occu- 
pation. 


The ideal treatment of end stage renal fai- 
lure is by successful renal transplantation. 
There are few contraindications to transplanta- 
tion. Patients may be accepted on to a renal 
transplant programme at any age provided 
they are fit enough for a general anaesthetic 
and there are no technical problems envisaged, 
for example, gross hardening of the arteries. 
_ Full work up is then carried out which include 
assessment of blood group and tissue typing 
and the presence of any cytotoxic antibodies. 
This may be either a living relative or a cadaver 
donor. The donor should be a close relative 
such as a sibiing or parent. Unrelated donors 
are not acceptable. Live related donors need 
an extensive work up which includes an in- 
travenous pyelogram and hospitalisation for 
an arteriogram to make sure they have two 
normal kidneys and to ascertain that at least 
one of them has a single artery to make the 
operation technically feasible. 


Patients who are maintained on life support 
systems and who have satisfied the brain death 
criteria are suitable organ donors. They should 
be under 70 years of age. The following 
categories of patients are suitable cerebral 
trauma, cerebrovascular accident, proven 
primary vertebral tumour, and resuscitated 
cardiorespiratory at rest with brain death. Pa- 
tients with malignancy (other than primary 
brain tumours) are not acceptable. Once a kid- 
ney has beer removed it may be stored for up 
to 48 hours in ice prior to transplantation. | 


The transplant kidney is placed in the pelvis 
on either the right or left side. The native kid- 
neys of the recipient are only removed if they 
are causing problems, eg reflux with recurrent 
infection or hypertension. Most patients are 
in hospital for two or three weeks, during 
which they may experience one or more rejec- 
tion episodes. | 


Prophylactic immunosuppression is started 
in theatre during the operation and from the 
first postoperative day the patients are started 
on a small dose of steroids (prednisolone 0.25 
mg per kg of body weight orally). The cyclospo- 
rin A is tailored to the individual patient to 
maintain blood levels of about 100ng/ml. | 


Rejection episodes are treated with pulsed - 
doses of methylprednisolone 0,5р intraven- 
ously daily for three consecutive days. Rejec- 
tion episodes which fail to respond to methyl- 
prednisolone are treated with either antilym- 
phocyte globulin (ALG) antithymocyte globu- 
lin (ATG) or monoclonal antibody (OKT3). 
High doses of treatment may make the patient 
susceptible to life threatening infection, and if 
the body does not respond favourably it is bet- 
ter to withdraw treatment and remove the kid- 
ney. The aim should be to save the patient 
rather than the kidney. 


On discharge from hospital patients are seen 
for follow up in the outpatient clinic at the 
following intervals three times weekly for two 
weeks, twice weekly for a further two weeks, . 
and then at weekly intervals up to three months 
post transplant. Thereafter, they are seen at 
intervals of three to six months for life. If acute 
rejection episodes are to occur they usually do 
so within the first three months post transplant. 


Blood tests including full blood count, 
serum creatinine and electrolytes are carried 
out at each visit together with measurement 
of blood cyclosporin levels. Patients remain 
on immunosuppressive drugs for life, although 
at a reduced dosage, and therefore are prone 
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to considerable long term complications. The 
majority of these complications are related to 
long term steroid therapy. Those resulting 
from immunosuppression in general include 
susceptibility to infections, particularly viral 
and fungal infections, and in the long term 
patients have a greater risk of developing 
malignancies, particularly lymphoma and skin 
malignancies. Some specific points in the man- 
agement of transplant patients which occasion- 
ally create difficulties are mentioned below: 


* Minor infections, for example boils and 


tyes, should always be treated with approp- 


riate antibiotics. In the immunosuppressed pa- 
tient even minor lesions may result in sep- 
ticaemia. 


* Any patient with a chest infection should 
be referred to the Transplant Unit since oppor- 
tunistic infections and atypical pneumonias 
may occur, and prompt recognition and treat- 
ment is necessary. 


* Any patient with a viral infection should be 
referred to the Transplant Unit. 


* Advice on immunisation and vaccination 
procedures should be sought from the Trans- 
plant Unit. Live vaccines should not be given 
to immunosuppressed patients. Killed vac- 
cines, such as tetanus may not give as lasting 
cover іп the immunosuppressed patient as in 
others. 


* Contact with infectious diseases should be 
notified to the Transplant Unit. Patients may 
require hyperimmune globulin. 


* Patients wishing to go abroad on holiday 
should be referred to the Transplant Unit for 
further advice. 


* Pregnant patients should be referred to the 
Transplant Unit who will jointly manage the 
pregnancy with an obstetrician experienced in 
the management of transplant patients. 
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Renal transplantation is now offered to in- 
dividuals over a much wider age range than in 
the past, and patient survival has improved 
such that now there is an 80 per cent one year 
patient survival. This is largely due to in- 
creased facilities, improved immunosuppres- 
sive treatment and the use of lower doses of 
drugs such as steroids. 


(The Practitioner Apr.89 Vol.233) 
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Carpal Tunnel Syndrome 


The carpal tunnel syndrome is one of the 
commonly encountered impairments in medi- 
cal practice. The median nerve is enclosed in 
a small compartment called the carpal tunnel, 
composed of eight carpal bones and transverse 
carpal ligament (flexor retinaculum) at the 
wrist, along with nine tendons supplying the 
digits and the small median artery. The ulnar 
nerve runs outside of this tunnel to avoid the 
potential compression. The transverse carpal 
ligament starts medially from the pisciform and 
the hook of the hamate, and extends laterally, 
splitting in two layers, to attach to scaphoid 
and trapexium. It is approximately one inch 
wide and a little longer in length. The proximal 
border of the transverse carpal ligament usu- 
ally corresponds to the distal crease of the 
wrist. One study confirmed that half of the 
proven carpal tunnel syndrome patients 
showed the nerve compression towards the dis- 
tal'end of the flexor retinaculum, and the other 
half had more diffuse compression throughout. 


Any lesion compromising this small space 
can cause the compression of the median nerve 
since the median nerve itself is most fragile. 
This can be due to chronic or acute change in 
soft tissue structure. In the author’s experi- 
ence, the majority of the cases are idiopathic. 
There has been a hot debate about the cause 





- effect relationship between jobs and carpal 
tunnel syndrome. However, there has been no 
clear conclusion to clarify this controversy yet. 
However, it is generally perceived that the ex- 
cessive repetitive wrist movement either fle- 
xion or extension may contribute to this syn- 
drome. The overuse of the vibration power 
tools was reported to increase the chance of 
the carpal tunnel syndrome. Some portion of 
the patients with underlying medical condi- 
tions like diabetes, arthritis or the congenital 
neuropathy have more tendency of developing 
the isolated or the superimposed carpal tunnel 
syndrome. There have been two popular 
theories about the pathophysiology for the last 
several decades without any scientifically 
proven conclusion. One is the direct mechan- 
ical compression with demyelination and/or 
axonal degeneration. The second school of 
thought is the ischemic theory causing the com- 
pression of the nourishing artery resulting in 
ischemic neuropathy. 


Naturally, from the compression of mixed 
peripheral nerve (including the sensory, motor 
and the autonomic) the typical features are 
the numbness and paresthesia of the radial 
three and a half digits, excluding the palm, 
which is innervated by the plamar cutaneous 
branch which courses off 5-7 cm above the 
wrist. Usually, there is the nocturnal exacerba- 
tion of these symptoms. In addition, the pa- 
tient usually experiences the progressive clum- 
siness and weakness of the hand, especially 
impairing the hand grip and fine coordination 
using the thumb and index finger. Most of the 
time, these symptoms are aggravated by flex- 
ion or extension of the wrist. In advanced cases 
there is a typical hump in the thenar eminence 
from the progressive, advanced muscle at- 
rophy. Fifty to sixty percent of the patients 
eventually experience similar symptoms and 
signs on the contralateral side, indicating the 
bilateral involvement. Around 15 percent of 
_ the carpal tunnel syndrome proved patients 
. present the numbness and pain in the ulnar 
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two digits, instead of the radial side. In these 
cases, the patients were usually proven to have 
a more advanced carpal tunnel syndrome. A 
C6 cervial radiculopathy or pronator syndrome 
can present similar clinical pictures, 


The current clinical electrodiagnostic test 
is composed of two totally different parts. The 
first is the needle electromyography study 
which explores electrical activities of the mus- 
cle membrane using the different types of nee- 
dle electrode. 


Variable information differentiating a 
neuropathy versus a myopathy, as well as the 
extent of the abnormalities can be drawn from 
this needle EMG study. The second part of 
the test is the nerve conduction study. Motor 
and sensory fibers are most commonly studied 
in a daily practice setting. Simply, each nerve 
is stimulated with a supramaximal intensity (di- 
rect current) along the nerve, and the motor 
or sensory evoked compound action potentials 
are picked up using the small disc surface elec- 
trode for motor nerve or ring electrode in the 
digit for-sensory fibers. For the median motor 
nerve study, usually the thenar eminence is 
used. On the other hand, the hypothenar emi- 
nence is used to pick up the response in the 
case of the ulnar nerve. Internationally, 8 cm 
is the standard agreed distance between an 
active pick up electrode and a distal stimula- 
tion site for motor fibers and 14 cm for sensory 


fibers. After this procedure, four different ` 


parameters, including the latency, amplitude, 
configurations and the conduction velocity are 
studied in detail for interpretation. 


So far, electrophysiologically, distal la- 
tency has been the key to the diagnosis of car- 
pal tunnel syndrome along with amplitude and 
configuration of the evoked compound action 
potential. However, the distal latency can be 
affected by temperature change, underlying 
medical condition, and incidental trauma. 
Therefore, the most accepted and reasonable 
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way of establishing the diagnosis of the carpal 


tunnel syndrome is to compare the distal la-' 


tency of the median motor or sensory nerve 
to the ipsilateral ulnar nerve or radial nerve. 
Also, the needle EMG study of the thenar 
muscles can support the diagnosis in the ad- 
vanced cases. 


pal tunnel syndrome without a significant mus- 
cle weakness, the conservative treatment can 
be tried including splinting and medication 
with additional steroid injection into the carpal 
ligament. However, most of the cases (more 
than 60 percent in some studies) eventually 
require surgical decompression of the carpal 


tunnel ligament. Even postoperatively the pa- 
tient would benefit from a cautious, indi- 
vidualized exercise program with proper edu- 
cation before returning to work to make it a 
more successful treatment. 


In a far advanced carpal tunnel syndrome 
with the significant thenar atrophy and sensory 
loss, many times it can be too late to expect- 
any functional motor return after surgery. Still, 
the major symptoms can be relieved by the 
proper surgical procedure. In early, mild car- 


(Journal of Medicine) 
(Journal of Medicine July. 89) 
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Is there any justification in continuing to teach the Holger Neilson method of resuscitation in first 
aid classes to the general public? ' 

The Holger Neilson method of artificial respiration was first described in 1932. With the victim in 
the prone position it requires the rescuer to press alternately on the victim’s back and to raise and 
lower his flexed arms. It is one of the manual methods of resuscitation. In the 1950’s there was 
renewed interest in the expired air method of respiration (Mouth to mouth or mouth tonose) . Several 
clinical trials compared the efficiency of the various manual and expired air methods the former failed 
badly in trials on human volunteers. Safar et al showed that the major reason for this was that the 
airway was not maintained throughout the manoeuvre. In the expired air methods the airway was 
maintained continuously by head tilt and jaw support. 

The stated indications for Holger Neilson have little or no validation. If there are severe facial 
injuries the most probable reason for the victim not breathing is airway obstruction. Proper clearing 
and control of the airway will allow the victim to breathe. If the causalty is trapped face downwards 
mouth to mouth ventilation is still possible although not easy. If the chest or arms are trapped the 
Holger Neilson method is not possible. Finally, in cases of poisoining with corrosive substances the 
airway is probably extensively damaged and required proper and careful clearing and control to enable 
the victim to bréathe. There is no contraindication to performing mouth to mouth ventilation on 
victims of poisoning from substances such as cyanide, provided that the mouth is first cleared of any 
obvious debris or chemical material. If the Holger Neilson method is ineffective the victim will remain 
apooeic and hypoxic and will eventually require cardiac resuscitation. The Holger Neilson method is 
of no use when a combination of expired air respiration and external chest compressions is required. 
So there would seem to be no indication to teach first aiders any alternative to mouth to mouth or 
mouth to nose ventilation. Training in the Holger Nielson method confuses the first aider, lengthens 
his or her training, and provides an alternative that has been shown in clinical experiments not to 
work. - D A ZIDEMAN, consultant anaesthetist, London. 

(B.M.J. Vol. 296. 14 May '88) 


* * * 


A case control study from the United States (Neu England Journal of Medicine 1989; | 
320:1361-7) looked at 235 cyclists admitted to hospital and concluded that those who 
wore helmets reduced their risk of a head injury by 85% and their risk of brain injury 
by 88%. Helmets were especially important for children. 


(BNU Vol. 298 June 89) 
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Successful treatment of an angiogenic disease 


A hypothesis was proposed in 1971 that 
the growth of tumours depends on an- 
giogenesis. This concept is now widely ac- 
cepted. These studies led to the discovery of 
angiogenic polypeptides. Some, such as 
platelet-derived endothelial-cell growth factor 
(PD-ECGF), are mitogenic, chemotactic, or 
both in a manner specific to vascular endothe- 
lial cells. Other proteins, such as the fibroblast 
growth factors (FGF), stimulate endothelial 
cells and other ceil types. Still others, such as 
transforming growth factor beta (TGF-6) and 
angiogenin, are neither mitogenic пог 
chemotactic for endothelial cells but induce 
the growth of capillary blood vessels either 
indirectly, by mobilizing macrophages, or by 
some other mechanism as yet unknown. Many 
of these angiogenic polypeptides were origi- 
nally isolated from animal tissues, but they 
have now all been identified as well in human 
tissues. 


Inhibitors of angiogenesis, such as angios- 
tatic steroids, are present, naturally in blood 
and urine. Among these steroids, one of the 
most potent is tetrahvdrocortiso!, a normal 
metabolite of cortisone that has no glucocor- 
ticoid or mineralocorticoid activity. Heparin 
greatly potentiates the antiangiogenic activity 
of these steroids. Interestingly, combinations 
of heparin and steroids induce the dissolution 
of basement membranes as part of the 
mechanism by which they cause growing capil- 
laries to regress. They have little or no effect 
on capillaries that are not growing. 


However, the heterogeneous structure of 
commercial heparin and its variable antian- 
giogenic function make it poorly suited for cli- 
nical use as a potentiator of angiostatic 
steroids. Beta-cyclodextrin tetradecasulfate, 
when administered with a steroid, inhibits an- 
giogenesis more than 100 times better than 
heparin. This newly developed synthetic sac- 


charide may become a substitute for heparin. 
Inhibitors of angiogenesss that are derived 
from bacteria or fungi (unpublished data) have 
been discovered recently. 


In tumours and deep wounds, where an- 
giogenesis is intensely stimulated, capillary en- 
dothelial cells rarely proliferate. Their mitotic 
rate is 100 to 1000 times slower than that of 
bone marrow cells. 


Even when physiologic angiogenesis takes 
place, as in ovulation or menstruation, capil- 
lary growth is brief and stringently regulated. 
Several mechanisms normally protect en- 
dothelial cells from stimulation by angiogenic 
molecules. First, pericytes, which are closely 
apposed to endothelial cells inhibit endothelial 
growth. Second, molecules in tbe extracellular 
matrix that are found within basement mem- 
branes can suppress the sensitivity of endothe- 
lial cells to soluble mitogen. Also, basic fibrob- 
last growth factor (bFGF), a potent angiogenic 
endothelial mitogen, is mainly confined within 
the cells that produce it. Under normal condi- 
tions, any bFGF that does escape from a cell 
appears to be sequestered in the extracellular 
matrix, from which it can be released in a 
biologically active form by the action of de- 
gradative enzymes such as collagenase or 
heparinase. The release of such “stores” bFGF 
could be a mechanism for the rapid mobiliza- 
tion of angiogenic activity in wound healing. 


In many pathologic states, however, strong 
angiogenic stimuli can overcome these natural 
barriers. The unabated proliferation of capil- 
laries may lead to devastatihg tissue damage 
or severe symptoms, as in diabetic retinopathy, 
hemangiomas, psoriasis, and arthritis. The 
term “angiogenic disease” has been proposed 
for such conditions, in which an abnormality 
of capillary growth is a principal pathologic 
features and in which there is a possibility that 
therapeutic control of the abnormal growth 
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might ameliorate or eliminate other manifesta- 
tions of the disease. 


Pulmonary capillary hemangiomatosis-in 
which there is excessive growth of capillary 
blood vessels in the lung-can be considered an 
angiogenic disease. [n a 12 year old patient 
the abnormal proliferation of capillary blood 
vessels could be inhibited and the over abun- 
dant capillaries caused to regress by treatment 
with interferon. 


(The New Eng. J. of Med. Vol. 320 No.18) 


ж * ж ж * ж 


Is there a role for surgery іп the management 
of reflux oesophagitis? 


Gastro-oesophageal reflux occurs for 3% 
of the measured time in normal people, but 
does not produce oesophagitis because of an 
effective acid-clearing mechanism and а 
mucosal resistance to hydrogen ions: A 
mechanically defective lower oesophageal 
sphincter is the primary disorder responsible 
for abnormal reflux, but poor acid clearing 
resulting from defective motility, a high acid 
output, bile contamination of refluxing gastric 
content and delayed gastric emptying may con- 
tribute to the severity of the damage caused. 


The potential for reflux is linearly related 
to lower oesophageal sphincter pressure. 
Lower oesophageal sphincter relaxation, 
which occurs independently of swallow re- 
sponses, is the commonest defect in the lower 
oesophageal sphincter mechanism in abnormal 
reflux. This abnormality is related to a neural 
defect in the oesophagus. There is also evi- 
dence to support the concept that there is a 
progressive deterioration of oesophageal mus- 
cle power with increasing severity of reflux. 
In particular, lower oesophageal sphincter 
pressure and the height of contraction re- 
sponses in the body of the oesophagus are mar- 
kedly decreased in advanced reflux disease 


with stricture or Barrett’s syndrome (colum- 
nar-lined epithelium in the oesophagus). Non- 
propagating contraction responses to swallow- 
ing are more prevalent in advanced disease, 
again suggesting that reflux has caused neural 
damage to the intrinsic oesophageal nerve 
plexuses. 


Although vagal impairment is common in 
reflux oesophagitis, it is not confined to the 
alimentary tract, suggesting that it is not reflux- 
induced but that it may be important in the 
pathogenesis of reflux oesophagitis. Trans- 
mural fibrosis has been found in resected speci- 
mens from such patients. 


Clinically, such abnormalities are as- 
sociated with a variety of symptoms such are 
heartburn, dysphagia, chest pain, haemor- 
rhage, acid laryngitis, vocal cord polyps and 
‘gastric asthma’. Reflux in infants may inter- 
fere with feeds and result in failure to thrive. 
The Sandifer syndrome in children is caused 
by gastro-oesophageal reflux, and presents 
with dystonic movements of the head and 
neck. Life-threatening aspiration and bronc- 
hial asthma can be associated with inhalation 
in infants with gastro-oesophageal reflux. 


Conservative therapy has been the predo- 
minant treatment for the majority of patients 
presenting with reflux oesophagitis, and con- 
sists of weight control, postural treatment and 
antacids. With the advent of the H,-receptor 
blocking drugs and prokinetic agents, re- 
sponses to medical treatment have been infi- 
nitely better. More recently, omeprazole 
therapy has given remarkable results. 


Definite indications for surgery in infants 
and chindren with gastro-oesophageal reflux 
include a failure to thrive, respiratory compli- 
cations and failure to respond to medical treat- 
ment. The period of trial of medical therapy 
must be individualised according to the clini- 
cian's evaluation; but if this is too prolonged 
it could be detrimental to the patient and to 
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oesophageal function. Similarly, not all adult 
patients respond to medical therapy. 


Prokinetic drugs have the least effectwhere — — 


Corrective surgery can then be planned to give 
optimal and long-lasting results. 


(SAMJ Vol. 76 1 July 1989) 


needed most, viz. poor lower oesophageal | 


sphincter pressures and impaired oesophageal 
function. The reason for failed medical therapy 


may be related to poor motility, resulting in - 


inadequate acid clearance, and ‘alkaline’ re- 
flux. There is no satisfactory medical treatment 
for ‘alkaline’ reflux, and bile-diverting proce- 
dures have often been the only solution for 


intractable reflux complications. The opera- | 
tion of antrectomy, vagotomy and Roux-en-Y - 
diversion produces excellent results in 80-85% 
of cases, and the newer ‘duodenal switch’ op- - 


eration (suprapappillary duodenojejunal anas- 
tomosis) may give superior results because the 


pylorus and vagus nerves are spared. | LE e 


Advances in surgical technique are thus | 


taking place concurrently with the introduction 
of newer and better drug therapy. These oper- 
ations are aimed at restoring a mechanically 
defective lower sphincter, decreasing acid out- 
put or deviating irritant duodenal secretions. 


In extreme cases, oesophageal replacement is - 


necessary, particularly in reflux strictures that 


have not responded to dilatation and medical. 


therapy. 


The definite indications for surgery in adult 
patients are a failure of medical therapy and 
pulmonary complications of reflux. Reflux 
strictures of the oesophagus and the columnar- 
lined oesophagus are further definite indica- 
tions for surgery, but such complications are 
frequently treated world-wide by medical mea- 
sures, which include drug dependence, fre- 
quent consultations and a more restricted life 
style than that offered by successful surgery. 


However, before surgery is undertaken, 
appropriate investigations to elucidate the 
pathophysiology of the defect are mandatory. 
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. Cancer of the prostate 


— Cancer of the prostate occurs mainly in the 


caudal gland and can be detected in ail men 


after the age of 80. 


In North America and some European 
centres, it is held that confined cancers should 
removed by radical prostatectomy. After 15 


years, more of those treated with surgery have 
» impotence and incontinence and slightly more 


of those treated conservatively will develop 
metastases. 


In a recent study of patients who underwent 
radical prostatectomy even though their lymph 


. nodes contained cancer, those with predomin- 


antly diploid tumours had a normal life expec- 


 tancy. These tumours appear to be biologically 


innocuous even though they can metastasise. 


Radiotherapy is an attractive option as it 
seldom causes impotence and never inconti- 
nence. Patients for radiotherapy are relatively 
young, when the tumour is less than well-dif- 
ferentiated and when it seems likely to have 
spread beyond the prostate. 


. There is a whole new armoury of diagnostic 
methods that claim to show how far cancer of 
the prostate has spread. An ultrasound probe 
in the rectum gives a picture of the prostate 
and shows light or dark areas depending on 
the amount of calcium in the tissue. Cancer 
may cause more or less calcification and so 
may appear as a black or. white area. 


For many years it has been possible to mea- 
sure the fraction of serum acid phosphatase 
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and to measure the prostatic specific antigen 
and this offers a more precise monitor of re- 
sponse to treatment. 


The radioisotope bone scan is now the es- 
tablished method of detecting bony metas- 
tases, 


The majority of patients with cancer of the 
prostate are diagnosed only when they have 
already developed metastases, Radical surgery 
is illogical but hormone therapy can be consi- 
dered. However, it appears that nothing is 
gained by early treatment and it is probably 
wiser to wait until metastases start to give dis- 
comfort, or threaten complications, such as a 
pathological fracture. 


There are several ways of depleting a pa- 
tient of his testosterone supply. Stilboestrol 
suppresses the output of testosterone by the 
testicles and is cheap and effective, but it is 
contraindicated where there is a history of 
cerebral or cardiac vascular disease. Subcapsu- 
lar orchidectomy removes the need to take 
pills and has no cardiovascular side-effects. 
However, neither orchidectomy nor stillboes- 
trol remove the testosterone secreted by the 
adrenals. 


Cyproterone and flutamide block the ac- 
tion of testosterone upon the prostatic cancer 
cells. LHRH agonists overstimulate the pituit- 
ary to secrete gonadotrophins until it becomes 
exhausted and the initial surge of testosterone 
is followed by virtually complete ‘medical cast- 
ration’. The testosterone surge may make 
metastases worse in the first week, eg parap- 
legia may follow from the expansion of unsus- 
pected spinal metastases, and the action of tes- 
tosterone should first be blocked with cyp- 
roterone or flutamide. 


The combination of LHRH agonists, cyp- 
roterone and flutamide has been received with 
rather uncritical enthusiasm. Controlled trials 


Gleanings 





show little advantage over orchidectomy or 
stilboestrol and the cost is prodigious. 


Isolated painful metastases are often very 
susceptible to radiotherapy. If they are wide- 
spread, whole body irradiation, treating half 
the body at a time to allow the bone marrow 
from one half to repopulate the other half, 
may give short-term relief of pain. Combina- 
tion chemotherapy can also provide dramatic 
relief of pain, but neither option significantly 
prolongs life. 


(The Practitioner, 8 May 1989 Vol. 233) 
ж ж Жу,” Ж ж ж 


The following excerpt from BMJ 26-31 Dec.88 
is a true story with a message for all- 


Dr. N. Harthara Subramanian 


A doctor despite a disability: Sarah Walters 


I am one of the few doctors with cystic 
fibrosis, I also work full time currently as a 
medical registrar in a busy district general hos- 
pital, in U.K.I have wanted to be a doctor 
since ] was 3 years old. But when I was diag- 
nosed as having cystic fibrosis at the age of 11, 
I was advised that, despite the effectiveness of 
treatment, I should not study medicine be- 
cause of the rigorous nature of the training 
and the job. Our family was non medical, so 
I took the advice with reluctance and studied 
microbiology at university. Contrary to expec- 
tations, I flourished away from home and ob- 
tained not only a first but the confidence to 
argue and persuade my way into medical. 
school. 


I had no money to pay for the medical 
course, a mother with multiple sclerosis, and 
a father who died from cancer a few weeks 
after my acceptance to medical school. My 
friends at the Cystic Fibrosis Research Trust 
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U.K came to my rescue, the Chairman person- 
ally sponsoring my training, and contributions 
coming from a scholarship, an exhibition, and 
my own weekend and holiday earnings as a 
medical secretary, electrocardiograph techni- 
cian, and nursing auxillary. During this time 
| had my share of hospital experience as a 
patient, a nurse, as technical and support staff, 
and as a relative of a sick and dying father and 
a chronically disabled mother. 


I also made friends with other adults with 
cystic fibrosis and learnt about their experi- 
ences. Through them I became aware that pa- 
tients often know a great deal about their own 
illness and | learnt of the courage of these 
disabled young people. The attitudes of doc- 
tors towards them varied widely, as did the 
quality of the treatment they received. I lost 
some dear friends to my own disease. 


After qualification in June 1985 with dis- 
tinction in medicine I have done all the things 
other junior hospital doctors have done. I have 
been a house officer; I have done a one in two 
rota, I have stayed up all night, І have missed 
meals for 36 hours, I have run half a mile to 
a cardiac arrest, I have covered for one, two, 
or even three absent colleagues, and I have 
been exhausted. 


Т have also done things experienced by few 
junior doctors. І have been ill myself, І have 
been an inpatient, І have waited for hours in 
outpatients, I have had many diagnostic tests, 
and I have had many peripheral venous and 
central lines inserted in me. I have experienced 


* * * 


The popular press is still full of articles 


the fear of not getting better, I have been to 
work while taking intravenous antibiotics, I 
have suffered iatrogenic illness, and I have 
been told that I should not be doing medicine. 


I can do my job and have averaged only 
two weeks sick leave in each six months, some- 
times taking annual leave when ill. I believe 
that the experiences I have had alter my at- 
titude to patients, not so much in the medical 
treatment they receive but in the way that 
things are explained, the attention to small 
details that are scientifically unimportant but 
so important to the patients, and in answering 
unasked questions. These are ideals that I 
know I fall short of on occasions due to work- 
load. 


Patients are often fascinated to find that 
you have an illness yourself. You become one 
of “us” not just one of “them”. Once reassured 
that they cannot catch it from you it becomes 
an entry point into general conversations with 
patients whereby you can learn much more 
about the person than from a simple medical 
clerking. 


I believe that doctors with personal experi- 
ence of all kinds of disability have much to 
offer the profession and the patients. I love 
medicine. | am fortunate that my own disabil- 
ity is mild, and that I can work full time without 
special provision. I hope that I can continue 
in my chosen career of respiratory medicine 
and in my work for other adults with cystic 
fibrosis. 

(BMJ Уо1.297 24-31 Dec.88) 


ж ж ж 


about myalgic encephalomyelitis or the chronic 


postviral fatigue syndrome. A cognitive behavioural approach produced by a group of 
psychiatrists and behaviour therapists (Journal of the Royal College of General Practition- 
ers 1989: 39:26-9) emphasises the harmful effects of disuse and inactivity on both muscle 
function and on morale and encourages a gradual, graded increase in physical acitivity. 


(BMJ. Vol. 998, 18 February 1989) 
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SPECIAL PRICE FOR INDIA $ 20.00 (US PRICE s 71.00) 
A comprehensive reference for all gynecologic conditions 


: very practical and clinically oriented 


% Textbook of G al 
Novak’s Textbook of Gynecology 
Eleventh Edition 

Edited by | 
Howard W. Jones Ill, MD, Anne Colston Wentz, MD, Lonnie S. Burnett, MD 
1988/919 pages/690 illustrations (5 color) | 
Novak’s Textbook has а long established tradition as the standard reference 
source for all facets of clinical gynecology. The text offers practical information 
on diagnosis and treatment combined with a solid foundation of histopathology 
and basic endocrinology. Under new editoria! guidance, this edition has been 
extensively revised and updated with new chapters on * cervical intraepithelial 
neoplasis * breast diseases * sexual assault * genetics and * DES exposure, In 
addition, Dr. Wentz has completely rewritten most of the chapters on endocri- 
nology to reflcet numerous changes in this area, and Dr. Burnett's chapters on 
anatomy and on pelvic relaxations and incontinence are complete revisions which 
incorporate the latest understanding of the management of these problems. Other 
features include new illustrations and tables, as well as an extensive, updated 
bibliography. | iru 


SPECIAL PRICE FOR INDIA $ 15.00 (US PRICE $ 36.95) 


| T ^ р 
Stedman’s Medical Dictionary s raso; 
. 1678 pages/524 illustrations . 
It's hard to imagine anyone who wouldn't enjoy the benefits of the medical dictionary 
N Engl J Med called "better than Dorland". No other medical dictionary has ever compared 
with Stedman's...and no other Stedman's can be compared to the 24th Edition. 
It's the only one to provide you with * A complete vocabulary of approximately 100,000 
terms spanning the breadth of today's terminology * Over 8000 NEW entries to bring you 
fully up to date * 25,735 revised entries reflecting new knowledge * Careful extraction 
of obsolete terms * An acclaimed cross-referencing system for fast location * 518 
illustrations, 93 new...Plus 24 color plates. 


Please Order From your Bookseller 
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Geriatric Medicine 


John W.Rowe 
Richard W.Besdine 


Publishers: Litle Brown & Co. Second Edi- 
tion 52454 
Publications:B.I. Publications Pvt Ltd., 
' A Promotion Department, 
61-63, Lakshmi Buildings, 
4th floor, E = 
Sir Phirozshah Mehta Road, 
Bombay 400 001. 


Year : 1988 мән 2 
Price : £ 85.00 со 


This book has been written with а view to 
presenting in a concise manner various aspects 
of ageing. There are chapters on the individual 
systems, highlighting the peculiar changes & 
responses in the elderly. ue 


For example angina in the elderly may pre- 
sent itself as dyspnoea palpitation, sudden 
coughing during emotional stress. The in- 
creased incidence of non Q wave infarction in 
the elderly is referred to as also the significance 
of systolic hypertension in the elderly and its 
relationship to increased coronary mortality. 


Syncope as a problem in the elderly & the 
role of increased carotid sinus sensitivity, cer- 
vical spondylosis, orthostatic hypotension, car- 
diac arrythmias etc are discussed. 


Causes of incontinence in the elderly (the 
pneumonic "DIAPERS") the special problems 
of drug therapy in the elderly, cerebrovascular 
& peripheral arterial disease are also dealt with 
clearly. 


Disorders of Immune System infections & 
cancer in the elderly are of interest to the In- 
ternist. 


Theories of ageing are discussed, approp- 
riately in the’ first chapter. 


On the whole, this is a good book, compact 
& of easy reading both for the Internist & 
Gerontologist. 


(Dr. K. V. Thiruvengadam) 
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British Medical Bulletin - the Volume on Tuber- 
culosis and Leprosy 


R.J.W. Rees 


Publishers: Churchill Livingstone, 
London. 


Publications : B.I: Publications (P) Ltd., 
| Promotion Department, 
61-63, Lakshmi Bldg, 
4th floor, Sir P. M.Road, 
Bombay-400 001. 


Year : 1988 
Price : £ 22.50 


А fair balance of the mycobacterial studies, 
Immunology & Immunodiagnostic assays on 
the one hand & the Epidemiological Clinical 
& therapeutic aspects of the two important 
mycobacterial diseases in developing Coun- 
tries - Tuberculosis & Leprosy are dealt with 
in this book - with many authors. 


The chapters in the first half of the book 
deal with molecular biology of mycobacteria, 
metabolism, pathology of leprosy & tuber- 
culosis. 


The control of tuberculosis & leprosy by 
BC6 vaccination is discussed and despite 
variation in protective efficacy, the extensive 
use of BC6 means that it has had its impact 
on tuberculosis & leprosy. 
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Case finding & treatment of tuberculosis 
is dealt with in the last chapters. 


A point is made in the chapter on 
chemotherapy of leprosy that in view of in- 
creasing resistance of the bacillus to Dapsone, 
monotherapy should be avoided in multibacil- 
lary cases and a combination of once monthly 
Rifampicin and daily Dapsone & Clofamazi- 
mine to smear negativity panci bacillary cases 
should be treated with monthly Rifampicin & 
daily Dapsone for six months. 


The final chapter deals with mycobacterial 
infections & AIDS. 


On the whole for a student of tropical dis- 
eases & infections of importance in the tropics, 
tuberculosis & leprosy, this is a useful reading. 


(Dr. K. V. Thiruvengadam) 
* * ж 
Hand Book of Pediatric Oncology 


Roberta A.Gottlieb, 

Donald Pinkel, 

University of Texas 
M.D.Anderson Cancer Center 


Publishers : Little, Brown Company, 


Publications : B.I. Publications (P) Ltd., 
Promotion Department, 
61-63, Lakshmi Building, 
4th floor, Sir P.M.Road, 
Bombay 400 001. 


Year : 1989 


The Handbook of Pediatric Oncology is a 
compact and yet comprehensive survey of a 
field of clinical management where rapid prog- 
ress is being made. The authors have wisely 
steered clear of hard and fast schedules and 
treatment protocols which tend to change fre- 


quently from time to time and place to place 
as the last word on this subject is yet to be 
said. Complications are dealt with elaborately 
but yet in a practical manner. The initial chap- 
ters on clinical aspects and evaluations are Very 


.lucidly written. Sections on Immunology and 


Genetics are interesting updates on territories 
not yet familiar to students, internees, nurses | 
and paediatricians dealing with malignancies 
in children. The book provides practical gui- 
dance for all people who face the challenges 
of caring for children with cancer. 


(Dr. Т. К. Subramaniam B.Sc., M.S., M.Ch.,) 
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Environmental Emergencies 


Charles E.Stewart 
Williams & Wilkins, Baltimore 


Publications : B.I.Publications (P) Ltd., 
. Promotion Department, 
61-63, Lakshmi Building, 
4th floor, Sir P.M.Road, 
Bombay-400 001 


Year : 1990 


This is a compendium of environmental 
hazards that we face from the four elements 
that make up the world - earth, fire, wind and 
water (and perhaps, though not mentioned in 
this book, space as well, the fifth element),. 
The spectrum includes description of illnesses 
related to thermal (heat, cold), electrical, 
plant-induced, bites and stings of an impressive 
array of land and marine animals - in fact the 
only things omitted from this “environment” 
seem to the microbes and the cosmic rays! The 
individual descriptions are clear and manage- 
ment of problems is delineated well. Summary 
statements in boxes, diagrams and bibliog- 
raphy for each part add to the variety. Perhaps 
the chapter on electrical injuries could have 
been discussed immediately after Burns and 
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that on Sunburns, immediately after Heat ill- 
ness. Frostbite, cold injuries and hypothermia 
could have followed chapter on Heat illness. 


A book of this kind will be a useful source 
and reference book for this all-encompassing 
term *environmental illness". 


(Dr. N. Hariharasubramanian M.D. Ph.D) 


ж x ж 
What The Doctor Says.. 


" 
w^ 


R. K. Dastur 


Publishers: Popular Prakashan, т 
35C Pandid Madhan Mohan 
Malaviya Marg 254 
Popular Press Buildings, | 
(opp) Roche Tardeo, — 
Bombay - 400 034 


E e S 


Price : Rs.65/- 


 Fanciful titles, tempting quotations, 
delightful cartoons by the  inimitable 
R.K.Laxman - these are the arsenals with 
which the author has tried to give a “pep-talk” 
to the patients on the diverse problems like 
stress, high blood pressure, heart attack, diab- 
etes, dyspepsias, aches, diet and what not - in 


а language they understand and each “talk” is 


designed to make the listener feel encouraged 


and reassured but not necessarily enlightened 


because except for touches here and there, the 


author just skims through the problems with- 


out getting deep and I am not sure whether a 
serious skeptical patient will get his mind clear 


. of all doubts. The finale for each chapter is 


what impressed me. 


(Dr. N. Hariharasubramanian M.D., Ph.D) 
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| Correct Answers Received for 


. E.C.G. Quiz April’90_ 


. Dr. Jagdish Prasad, 
Biswar Sugar Factory, 


Dt : Sitapur U.P. 


. Dr. T. G. Kalkura, 
No. 3, University Road, 
Tiruchirapalli 620 001. 


. Dr. B.R.L. Prasad, 
Gannavaram (P.O.) 
Krishna Dt., A.P. 521 101 


. Dr. M. Rajeshwaraiah, 
Srinivasa Nursing Home, 
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Glimpse into history 


Historial Aspects Of Coronary Artery Disease 


The formation of clot was recognised at 
the times of Hippocrates and Aristotle. who 
thought it to be due to cooling. Even at that 
time notion that clotting was duc to stasis of 
flow was prevalent. The first scientific studies 


of clotting was done in 1772 by William Hew- , 
son. In the same year, Heberden published 


“Some Account of a Disorder of the Breast”. 
the first complete description of the symptoms | 
of ischemic heart disease. Heberden was not | 
aware that anginal pains originated from the 
heart. His friend Edward Jenner wrote to 


Heberden describing what may have been a 


thrombus in the coronary artery of a patient 
existence of nonfatal coronary occlusion. Her- 


who died with angina pectoris (This was the 


letter, in which Jenner also requested Heber- | 


den to postpone his publication on angina, be- 


cause he feared that their teacher John Hunter 


who experienced anginal pain often might 
come to know). 


Virchow’s description in 1846 of occlusion 
of a pulmonary artery by thrombosis and 
thrombo-embolism of liver and spleen, first 
led to the awareness of link between throm- 


* * * 


bolic occlusion of a blood vessel and disease. 
In 1866, Vulpian described a case of rupture 
of heart coincident with a coronary blood clot. 


Hammer published “A case of thrombotic 
occlusion of one of the Coronary Arteries of 


the Heart” in 1878. This was the first report 
of diagnosis of coronary occlusion made during 
the life of a patient. In the 1880's sufficient 
. evidence accumulated to correlate coronary 


_ thrombosis and clinical picture of myocardial 
| infarction. However, it was beleived then that 
coronary occlusion inevitably led to sudden 
_ death. 


=< 


Obraztsov and Strazheko established the 


rick published “Clinical features of sudden 
obstruction of the coronary arteries” in 1912. 


The condition described by Herrick became 
synonymous with coronary thrombosis. That 


not all cases of coronary occlusion were due 
to thrombosis soon became clear from the ex- 
tensive clinical autopsy studies of Friedberg 
and Horn in 1939, when the term “myocardial 
infarction” replaced “Coronary thrombosis” in 


. Clinical diagnosis. 


| (Dr. N. Hariharasubramanian M.D., Ph.D.) 


* * ж. 


The first change in optic disc oedema is а swelling of the axons in the optic nerve 
head lying in the prelaminar area and this is followed by compression of fine vessels 
producing the secondary vascular changes. The use of the term “papilloedema” for optic 
disc swelling in raised intracranial pressure and “optic disc oedema” for disc swelling due 


to other causes is totally illogical. 


(BMJ. Vol. 298, 18 February 1989) 


* * 
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What are the medical indications for circumcising young boys? 


There are no medical indications for circumcising young boys. Such circumcisions are 
usually carried out for religious reasons. The most serious complication is meatal stenosis 
after meatal ulceration. Other complications of bleeding, infection, and o urethrabfistula 
occasionally occur. Arguments advanced for routine circumcision are that carcinoma of 
the penis is rare and probably ralated to poor standards of personal hygiene. Other 
factors relating to the aetiology of carcinoma of the cervix are now being implicated. 
Older children may require circumcision for balanitis xerotica obliterans. Although this 
is the commonest medical indication for circumeision, it still affects only a small percentage 
of older boys and is not an argument for carrying out routine circumcisions. The arguments , 
for ore therefore difficult to define, but those against include increased morbidity and 
unnecessary anaesthesia and surgery and are therefore considerable. 


(BMJ. Vol. 295 29 August 1987) 


* * * * * * 
Adrenal and nigral transplants for Parkinson's disease: 


The spectacular benefits of levodopa and its analogues in Parkinson's disease are limited by 
waning of therapeutic efficacy and by the development of on off swings, dyskinesias, and mental 
symptoms. Research has, sought other approaches, and in 1981 in Sweden attempts were made 
to transplant the patient's own adrenal medulla )autogrofts) into the caudae nucleus in the people 
that is would bypass imunological rejection and provide an added source of endogenous дора- 
mine. The benefits in four patients were slight and transitory. This work showed, however, that the 
operation was possible. 


More publicity was given to the extension of this work in younger patients in Mexico. Benefit 
was claimed for rigidity, akinesia, and tremor, but improvement was variable and was delayed 
from three to 10 months and in some cases for more than a year. 


The technique consisted of transplanting a piece of adrenal autograft into the head of the 
caudate nucleus adjacent to the lateral ventricle, where it is close to the vascular choroid plexus 
and is bathed in cerebrospinal fluid: from here the graft disperses the catecholamines throughout 
the central nervous system. 


Other methods have been attempted, notably transplanting the fetal substantia nigra. In rats 
that have had their straitum destroyed solid grafts or suspensions implanted in the caudate 
putamen sprout axons and form extensive new synaptic pathways. They restore 10-50% of straital 
dopamine, and its turnover and receptor sensitivity are restored. 


These are substantial theoretical advantages. The operation has been technically achieved in 
a few cases, notably in two patients from Birmingham a couple of weeks ago. 


These operations are exciting but it is not known whether transplantation alters the evolution or 
outcome of Parkinson's disease, or whether any benefit will be lasting. It is not known whether 
whatever agent(s) primarily cause the disease will also destroy the graft, and we should remember 
that Parkinson's disease reflects a disorder not only of dopamine but also of a multitude of other 
neurotransmitters. | 


(B.M.J. Vol. 296, 30 April 1988) 


Case of the Month 
4- 


/ 
P A previously well 18 year old girl presents proceeding 2 days for which she had taken 
with involuntary, uncontrollable protrusion of some medicine from the chemist. 
the tongue of 3 hours duration. The tongue is - 
somewhat swollen. Physical and neurological 
examination is normal. History reveals only a 
complaint of nausia and dyspepsia during the 


What is the diagnosis? 


(Dr. N. Hariharasubramanian M.D., Ph.D) 


* * ж 
Correct Answers Received for the 
Case of the Month April’90 


. Dr. Pradeep Kumar, 
H.No. 392/1, Sector 44-A 
Chandigrah. 


‚ Dr. P. V. Prasad, 
Rajaram Mohanroy Road, 
Chirala 523 155 A.P. 


. Dr. O.R. Kumaran, 
Shenoy Nagar, 
Madurai. 


. Dr. Pramod Kumar, 
Cuttack, Orissa 


* * 


Answer to the Case of the Month June’90. 


A rheumatoid mono-arthropathy, with a pos- 
sible reflex sympathetic dystrophy. (Negative 
rheumatoid factor does not rule out the ill- 
ness). Investigations like blood flow studies in 
the hand, nerve conduction studies etc, are 
essential for diagnostic confirmation. Being a 
left handed artist, the carpal tunnel syndrome, 
tradationally a woman's disease is to be re- 
ckoned in differential diagnosis. 


(Dr. N. Hariharasubrmanian M.D., Ph.D) 
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A young woman has had episodes of 
paroxysomal supraventricular tachycardia 
with spontaneous remission during the pro- 
ceeding 3 months. An E.C.G. taken, im- 
mediately after one such spontaneous remis- 
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sion is given. 
What is the diagnosis? 


(Dr, N. Hariharasubramanian M.D., Ph.D) 
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I. Which of these is uncommon? 


A. Left anterior hemiblock 
B. Left Posterior hemiblock 
C. LBBB 

D. RBBB 


II. Right axis deviation is caused by 


A. Right ventricular hypertrophy 

B. RBBB 

C. Inferior infarction with peri-infarction 
block : 

D. All the above 


^ 


III. Left ventricular Hypertrophy is indicated 
by all these except — ` 


A. High voltage QRS 

B. Slow transition from -ve to +ve in chest 
leads 

C. ST and T opposite to QRS © 

D. Left axis deviation 


IV.Diphasic T waves are seen in 


A. Right atrial hypertrophy 
B. Left atrial hypertrophy 
C. Both 


V.qR in V1-V4 leads may be seen in: 


A. Anterior wall infarction 
B. Posterior wall infarction 
C. Elevated right ventricular pressure 


D. A and С 
E. None of the above 


VI What is the upper limit of normal for the 
following: : 


A.P wave: 

B. ORS deviation 
C. PR interval: 
D. ST depression: 


VII. Which of these cannot be diagnosed on 
ECG alone? 


A. Dextrocardia 
B. Supraventricular tachycardia 
C. Hemi blocks 


VIIIWhich of these is characterised by 
. delta waves on the E.C.G. 


A. Stokes-Adam attack 
B. WPW syndrome 
C. Mobitz I defect 


IX. Which of these causes flat T waves? 


A. Hyperkalemia 
B. Hypokalemia 

C. Hyponatremia 
D. Lithium 

E. A and C 

F. B and D 


(Dr. N. Hariharasubramanian M.D., Ph.D) 


(For answers see page 369) 
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Anti-Cancer Drugs and hasproved highly effective in treating tes- 

ticular and ovarian tumours, as well as head- 

The London-based Institute of Cancer Re- — and-neck and genito-urinary cancers. More re- 

search (ICR) has developed two of the most cently, Car boplatin has been launched in 

successful anti-cancer drugs Cisplatin and Car- Europe and the US by Bristol-Myers Squibb. 

boplatin. While its anti-tumour properties are broadly 

se de | comparable to those of Cisplatin, it has the 
Cisplatin has been in clinical use since 1977 advantage of reduced side effects. 


: *BOOKS RECEIVED" 
The following books have been received for the favour of review. 


— 


Title of the Books Author | Published by 


Pediatrics . Srivastava B.I.Publications 
Essentials of clinical - d 
Diagnosis. 22 Аһша B.I.Publications 
Family Medicine The | 
New Frontiers V.G.Sidenur | Surabhi Publi- 
: Im ) cations 
Therapeutics Johnson & 
Lawrance B.I.Publications | 
Obstetrics-Colour Aids James & Pillai B.I.Publications 


Pocket Examiner in Lawrance & 
Medicine Johnson " B.I.Publications 


Manual of Urology 
Diagnosis & Therapy — Siroky & Krane B.I.Publications 


Tropical Venereology Arya et al B.I.Publications 
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